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ppanatars in no other division of psychiatry are 
the prevailing ideas as to etiologic factors and 
therapeutic methods and results so obscured by 
controversy, prejudice, ignorance and commercial- 
ized charlatanry as in the general field of alcohol- 
ism and drug addiction. Almost daily there is 
brought to the psychiatrist the familiar patient ad- 
dicted to the excessive use of alcohol, occasionally 
psychotic, frequently with a history indicating the 
gradual ruin and desolation of his career, health 
and personal integrity. What can the psychiatrist 
or the psychiatric institution honestly offer to such 
patients and their families? Is one dealing with 
sin or economic maladjustment or latent homosex- 
uality or oral eroticism gone rampant and must 
the clinical picture be formulated in etiologic con- 
cepts of this or that particular bias, or is it possible 
for the time being to approach the problem profit- 
ably from an empirical and purely objective point 
of view? 

In spite of certain similarities, alcoholic patients 
do show from patient to patient great differences 
of a sociologic and physiologic nature and in their 
different personality components. Furthermore 
they show differences in their response to therapy 
of whatever type: a few never drink again, some 
continue drinking but to a less extent than for- 
merly, and some are unchanged. It seems to us 
that the situation can be summarized with almost 
algebraic simplicity: the patient plus the treatment 
equals the therapeutic result. If the particular 
treatment can be kept reasonably constant, then it 
should be possible to correlate empirically the 
therapeutic result of that treatment with ascer- 
tainable variables in that complicated system of 
complicated forces, the alcoholic patient. A cer- 
tain percentage of the patients who come to Mc- 
Lean Hospital because of alcoholism are “cured” 
in the sense that after their discharge they do not 
resume drinking. Do such “curable” patients 
possess common qualities of a sociologic, charac- 
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terologic or physiologic nature which, when they 
are subjected to the more or less standardized 
therapeutic program that the hospital offers, allow 
a “cure” to result? If so, what are these favorable 
signs? Is it possible in any given individual in- 
stance to predict with reasonable confidence from 
an analysis of the patient's history what the result 
in any particular case will be? The present paper 
represents a preliminary attempt to survey this 
problem, and is based on the study of 100 male 
and 20 female alcoholic patients. 

In a general way this empirical approach to the 
therapy of chronic alcoholism is not new; certain, 
especially unfavorable, prognostic signs are more 
or less obvious and have been long recognized. 
Gabriel’ on the basis of ten-years’ experience at 
Am Steinhof excludes cases with a psychosis of any 
sort or those with signs of organic brain changes 
as generally unsatisfactory for the alcoholic divi- 
sion of the institution. Patients older than fifty- 
five or whose alcoholism began before the age of 
twenty are also excluded, together with employees 
in any branch of the liquor trade and patients in 
whose immediate families are other alcoholic ad- 
dicts. Of the balance which remain after this large 
group is withdrawn from consideration, only 30 
per cent continued abstinent for two years or more 
following the thoroughgoing treatment at Am 
Steinhof. What is there of positive nature in the 
make-up of the patients comprising this 30 per cent 
which makes their treatment a success? From the 
welter of alcoholic literature very little can be 
gleaned on this particular point. Kiinzler* in re- 
viewing the results at Ellikon for the fourteen years 
from 1912 to 1926 concludes that alcoholic heredity 
and occupational hazard make no appreciable dif- 
ference in prognosis, while married patients and 
those who recover from delirious episodes do bet- 
ter. Wall,”** in a recent interesting study of 100 
alcoholic men and 50 women, carefully and thor- 
oughly evaluates the characteristics of these pa- 
tients but unfortunately does not attempt to corre- 
late these characteristics with what happened after 
their discharge from the hospital. 
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Our 100 male and 20 female alcoholics were 
selected from among those (with 2 exceptions) 
admitted to McLean Hospital during the past ten 
years. In each case the major problem was chronic 
alcoholism, although the clinical picture was not 
infrequently complicated by other factors as well. 
The final hospital diagnoses in these 120 patients 
were as follows: 


Chronic alcoholism without psychosis......... 60 10 
Chronic alcoholism in association with psycho- 

Chronic alcoholism in association with drug 

addiction 
Chronic alcoholism in association with patho- 

logic intoxication 


4 
2 
Alcoholic psychosis: delirium tremens......... 3 
Alcoholic psychosis: acute alcoholic hallucinosis 8 
Manic-depressive psychosis in association with 
chronic a i 6 
Paranoid condition in association with chronic . 
1 


alcoholism 
Korsakofl's psychosis... 
Other psychoses (CNS syphilis, traumatic, etc.) 
in association with chronic alcoholism... 


For the purposes of this analysis the character- 
istics of these patients have been arranged under 
four headings: sociologic data, personality traits, 
psychosexual make-up, and drinking habits. These 
will be presented briefly in that order. 


Sociologic Data. The average age of the 100 al- 
coholic men was thirty-nine years (Wall’s® average 
admission age was thirty-eight) with a range from 
nineteen to seventy-one. Racially English blood 
was predominant with a representation of 44, Irish 
next with only 16, while all others, including 18 
mixed and 8 unknown, made up the rest. Fifty- 
three of the men were married, 32 were single, and 
only 8 had been divorced or separated. The group 
as a whole was predominantly non-Catholic, only 
22 being listed as members of the Roman Catholic 
Church. The large amount of chronic alcoholism 
in the families of these patients was rather striking; 
in 41 of the men there was a definite history of one 
or more members of the antecedent relatives being 
addicted to the excessive use of alcohol, and in 26 
instances these alcoholic members were parents or 
grandparents. The position of the patients among 
siblings reveals no striking uniform tendency in 
the group of alcoholic men: 9 were only children, 
23 were the eldest of two or more siblings, 18 were 
the youngest, while the rest were in between the 
extremes of three or more siblings; 4 were half- 
or stepchildren. Thirty-nine of the male patients 
were college graduates, 35 others had finished high 
school, while 24 had gone through grammar school 
but not high school; 2 of the patients had received 
only elementary formal education. From the stand- 
point of occupation, 43 of the men were in busi- 
ness, 22 were in professions, 11 were craftsmen or 
manual workers, 19 had no occupation, and 5 were 
unclassified. So far as “physical” health is con- 
cerned, 64 of the male patients were classified in the 
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general summary as “good,” 21 as “fair,” and 15 
as “poor.” 

The sociologic characteristics of our female group 
do not show any important differences upon com- 
parison with the male group. The average age 
on admission was forty-one, and the range was 
considerably narrower than in the case of the males 
—from thirty to fifty-two years. English blood 
was likewise predominant in the women, a slightly 
higher percentage were married, and there was also 
a greater proportion of divorced or separated 
women. Only 2 of the 20 were Roman Catholics. 
In 9 of the female patients there was alcoholism 
in antecedent members of the family, in 6 instances 
in parents or grandparents. The female alcoholics 
were not so well educated as the male since only 
2 were college graduates; this was made up for 
however in that proportionately there were twice 
as many high school graduates among the women 
as among the men. Sibling position showed about 
the same relative distribution, there being 1 only 
child, 4 who were the eldest and 6 the youngest 
of two or more siblings. The physical health of 
the female patients seemed in general slightly 
poorer than that of the male. 

From the point of view of family background 
it is interesting that in both the male and female 
groups the great majority of the patients came from 
intact family groups: only 10 of the men and 2 
of the women were raised in homes where the 
parents were separated, divorced or deceased dur- 
ing the patient’s early childhood. ; 


Personality Traits. The outstanding trend of 
the personality traits of the male group was the 
large number of patients whose sociableness and 
general realistic ability to get along with others 
were emphasized; these traits were striking in 61 
patients. In 54 patients emotional instability was 
considered noteworthy, while definite inferiority 
feelings of one type or another were marked in 
33. In accord with and in contrast to this general 
trend toward realism of the personality traits in 
the men was the small number of cases where a 
tendency to daydream and a general romantic at- 
titude toward life were pronounced; only 6 pa- 
tients exhibited these traits to a degree considered 
noteworthy, and in only 14 cases could the trait 
“imaginative” be applied. This same trend of the 
personality traits away from romance, daydream- 
ing and imaginative activity toward realistic “so- 
ciableness” was also strikingly seen in the female 
alcoholics, with the single interesting exception: 
no one of the 20 women was noted as having in- 
feriority feelings; the meaning of this very defi- 
nite sex difference is obscure. In view of the gen- 
erally recognized frequency of paranoid ideas 


Male Female 
3 19 
100 20 
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among the alcoholic insane (Eifersuchtswahn) it 
was surprising that only 21 of our male cases were 
noted as “suspicious,” and only 12 could be char- 
acterized as exhibiting “jealousy” to any marked 
degree. One gains the distinct impression, how- 
ever, that “jealousy” and “suspiciousness” were pro- 
portionately commoner among the female pa- 
tients than among the male, although the smali 
number of female cases does not warrant statistical 
comparison. In the male patients maternal attach- 
ment was about twice as frequent as paternal —a 
tread not made out in the female patients. 


Psychosexual Make-Up. In the male patients 
the sex drive was described as marked in 34, slight 
in 18, while only 1 was definitely known to be im- 
potent; the same general percentages held for the 
female patients. Heterosexual adjustment was con- 
sidered unsatisfactory in 72 of the male and 13 
of the female patients; overt homosexual tendencies 
were present in only 7 of the males and in none 
of the females. In 40 of the male and 9 of the 
female patients no definite homosexual trends, 
latent or overt, could be made out. 


Drinking Habits. The average age at which 
drinking first began was nineteen with the men 
and twenty-three with the women; on the other 
hand heavy drinking began on the average about 
ten years later in both sexes — at twenty-nine years 
with the men and at thirty-three with the women 
—a rather striking correlation, and to our mind, 
fair evidence that about a decade of moderate drink- 
ing is required to establish habituation and true 
addiction. Further than the estimation of when 
drinking first began and when it became heavy, 
evaluation of composite drinking habits is very dif- 
ficult and uncertain; the type of beverage, amounts 
consumed per day and tolerance are subject to so 
much individual variation that their analysis from 
the data at hand seems fruitless. One general 
trend, however, was almost uniformly noted, name- 
ly, drinking which at first was social and periodic 
tended gradually to become solitary and continuous 
—a trend which is in accord with our ideas of 
the development of true addiction. 


In general it is our feeling that much of the 
failure in the treatment of chronic alcoholism has 
been due to the lack of understanding of the im- 
portant variables involved and to the absence of 
any valid criteria for selection of patients; every 
type of patient has been subjected to every type 
of treatment, hit or miss. It is notable that treat- 
ment has been often insufficient in those alcoholic 
patients who remain in the hospital too short a 
time to permit of a comprehensive study of the 
sociologic and personality factors involved. Thus the 
patient under these circumstances is only casually 
reviewed and treated symptomatically, and this has 
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led to faulty thinking on the part of his medical 
advisers and to too much loose talk about the 
symptomatic aspects of alcoholism and the use ot 
alcohol: as an escape mechanism. Of course any 
mental symptom may be an escape mechanism, but 
on the basic evidence presented we feel that the 
personality make-up and trends in our patients are 
such that true alcoholic addiction is fundamentally 
an illness sui generis, a separate clinical entity. It 
therefore falls chiefly and properly into the field 
of the psychiatrist, who must approach every pa- 
tient as an individual study, laying especial empha- 
sis on all sociologic data involved. While the im- 
portant psychiatric and sociologic variables are be- 
ing determined, there are the immediate factors of 
— and care of the patient that must 
met. 


Wall’:* in his recent study of alcoholism has 
made an excellent summary of the various types 
of therapy and the general management of the 
patients in private hospitals of the Bloomingdale 
and McLean types. It is not proposed to go over 
the ground which he has covered so well but 
merely to emphasize additional points that are felx 
to be important. 

Treatment at McLean Hospital may be said to 
consist of two distinct phases. First, complete 
withdrawal of alcohol is immediately instituted 
upon admission; supportive treatment is given in 
the form of baths and physiotherapy for insomnia 
and restlessness, together with a proper dietary 
regime. Proper elimination aided by colonic irri- 
gations and the forcing of fluids is often indi- 
cated. While receiving these immediate meas- 
ures the patient is given a careful and thorough 
physical examination, and a study is made of ail 
underlying foci of infection; the physical ailments 
that may be associated with his addiction must be 
diagnosed and corrected. Especial attention is paid 
to those physical changes which have been pro- 
duced by alcohol itself and which later may play 
a contributory role in the need for alcohol. This 
refers especially to hepatic and gastrointestinal 
changes — particularly chronic gastritis—and a 
feeling of general malaise. The use of sedative 


drugs is avoided so far as possible but occasionally. 


is resorted to for one or two doses to combat ex- 
treme insomnia, a common withdrawal symptom. 


The physical factors above referred to are often 
offered as an excuse for the use of alcoholic drinks 
to relieve pain or to act as a bracer. The immediate 
withdrawal of alcohol proves to the patient that 
there is no medical necessity for the use of alcohol 
in his case, and this realization is the beginning of 
the re-education program. The patient must break 
away from many of the ideas, attitudes and habits 
of his past life and learn that alcoholic drinks are 
not necessary for him to be cheerful and happy, 
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and that although they may help temporarily, in 
reality they increase his difficulties or add greater 
problems, as most patients readily realize. There 
never are any serious symptoms of withdrawal, and 
the evidence is strongly against the development 
of delirium tremens following abrupt withdrawal 
of alcohol. Most frequently the earliest symptoms 
of a beginning delirium are recognized by well- 
trained psychiatrists as due to other factors 
(trauma, blood loss, acute infection, and so forth). 

The “pseudo-insight” which the patient usually 
shows at or shortly after the beginning of treat- 
ment lasts only about one or two weeks. This 
early, false “insight” is not based on any real un- 
derstanding of the danger of his own alcoholism 
but on alcoholic, euphoric optimism as character- 
ized by Diethelm. It is followed by a grouchy re- 
volt, usually of from two to four weeks but often 
for a much longer period, in which the patient in- 
sists upon less restriction because he is well and 
able to handle the alcoholic problem in the future. 
During this phase the patient often resorts to lies 
and trickery. Unfortunately at this point many pa- 
tients are able to persuade their families that they 
have recovered, and the treatment is terminated at 
a most critical stage. Only after this negative reac- 
tion has passed does real insight develop, which 
makes the patient willing to co-operate and eager 
to develop independence and self-reliance without 
the use of alcohol. The first period of close super- 
vision lasts about two or three months. This period 
constitutes the first phase of the treatment during 
which a thorough investigation of the personality, 
with particular attention to the physical status, 
can be carried out. 

The second phase of treatment deals with re- 
education of the patient’s habits and the solution 
of his personality problems, shortcomings and so- 
cial situation, which are usually quite complicat- 
ed; the patient must still remain in the hospital 
where he can adhere to a carefully worked-out 
daily routine. It is extremely important in this 
second phase that the patient be given substitutes 
for his alcohol in the way of new creative inter- 
ests, often learning new games and taking up a 
study of new subjects, to aid in the re-education of 
his habits, to obtain a new timing of his emotional 
reactions and responses, and finally to establish a 
better and often a deeper understanding of him- 
ie in relation to personality and sociologic prob- 

Ss. 

In this re-education program, which requires 
time in order to obtain satisfactory results, one of 
the most valuable psychotherapeutic aspects seems 
to be an attack through training and re-education 
on the impulsive reactions and “flaring-up” re- 
sponses so common to these alcoholic personalities, 
who, following frustration, disappointment, sorrow 
or anger, have too willingly and readily resorted 
to alcohol almost as a part of their composite emo- 
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tional and personality characterology. This mech- 
anism and emotional timing must be modified and 
overcome. Such an attempt is coupled with a cul- 
tural re-education in a great many patients, that 
is, a system of reading whereby a better type of 
literature is substituted for the more trashy and 
romantic novels which characterize most of our 
current periodical fiction and which represent the 
type usually indulged in by the chronic alcoholic 
if he reads at all. The idea of substitution for the 
alcohol has been further elaborated in some pa- 
tients by the development of a program for aca- 
demic study, even courses in a university or exten- 
sion courses in writing, newspaper correspondence, 
art, business administration or aerial photography 
—to mention only a few of the widely diversified 
interests that have been adopted and followed by 
some of our patients. In some instances this has 
qualified the patient for a new occupation and has 
resulted in a complete change from the older psy- 
chologic associations. 

This second phase of treatment is variable in 
duration but may last from six months to one year, 
and must be extended to the patient's adjustment 
after leaving the hospital. Our most successful 
cases have been patients who come back for con- 
sultation and advice after they have resumed their 
extramural life’s work. Total abstinence must be 
strictly insisted upon; there must be no social glass 
or “gentlemanly drinking.” 

To each of the 120 patients dealt with in this 
study a short follow-up questionnaire was sent in 
an attempt to evaluate the ultimate results of the 
therapy which they received. Filled out question- 
naires or reliable information regarding their pres- 
ent general health, occupation and drinking habits 
were received from 43 patients, or 35 per cent. Six 
of these patients had died, 2 by suicide. It was 
possible to divide the remaining 37 (4 of them 
women) into three groups: first, 21 patients who 
had remained totally abstinent since their dis- 
charge from the hospital at least nine months ago 
until the present — an average abstinent period for 
the group of three years, seven months; secondly, 9 
patients who although not totally abstinent had 
been definitely improved since discharge in the 
sense that they no longer drank to excess and were 
able to work regularly; and, thirdly, 7 patients 
whose drinking habits had remained unaffected 
and whose condition was unimproved. From these 
returns it is possible to state with certainty that 
at least 17 per cent of the original patients are 
known to have been “cured” and that at least 25 
per cent have been definitely “cured” or “im- 
proved” — percentages which compare favorably 
with published reports of other similar institutions. 

What are the characteristics of each of these 
three groups of patients where the therapeutic re- 
sult is definitely known to be good, fair or poor? 
With regard to sociologic data, two important facts 
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stand out: the group that remained abstinent had a 
significantly lower average admission age (36.6 
years) than the unimproved group (43.4 years), 
with the improved-but-not-cured group in between 
(39.2 years), and the abstinent group had enjoyed 
generally better physical health on admission (with 
none scored as in poor health) than had the two 
other groups. So far as the other sociologic char- 
acteristics (heredity, race, sibling position, educa- 
tion and marital state) are concerned, no signifi- 
cant trends could be discerned in one group as 
contrasted with the others. 


In attempting to analyze the personality traits 
of the patients in the three categories of therapeutic 
results one fact is immediately apparent: the pres- 
ence or absence of any single trait alone is of no 
prognostic significance since each trait considered 
was represented in each category of result. Cer- 
tain rather interesting trends, however, are sug- 
gested by our data: “adaptability” and “capacity 
for energetic leadership” were found to be about 
three times as frequent among those patients who 
did well as in those who did poorly, and with these 
two traits but in a slightly lower ratio was associ- 
ated the characteristic “egotistical.” Male patients 
who gave evidence of strong paternal attachment 
were four times as frequent in the recovered group 
as in the unrecovered. Patients who had been 
labeled constitutional psychopaths occurred a_ lit- 
tle over twice as often in the unimproved group as 
in the cured. Nothing can be said as to the prog- 
nostic indication of a frank psychosis at the time 
of admission. 

With regard to psychosexual make-up no _posi- 
tive correlation could be established between the 
strength of sex drive, the presence or absence of 
homosexual tendencies, or the state of heterosexual 
adjustment and the therapeutic result. 

These seems to be an interesting and definite 
correlation between drinking habits and prognosis 
in that the “cured” and improved groups had had 
their first drink on the average about two years 
later (19.4 years) than the unimproved patients 
(17.8 years), and they had started their heavy 
drinking about three years later (30.3 years) than 
the unimproved group (27.0 years). From this it is 
suggested that the “cured” group had been drink- 
ing heavily only about seven years on the aver- 
age at the time of admission as contrasted with 
about sixteen years’ heavy drinking in the patients 
that were not helped by the hospital experience. 

The only measurable variable in the treatment 
which these 37 patients received at McLean Hos- 
pital is the number of days of residence. In this 
regard it is interesting that the combined “cured” 
and improved groups had had an average period 
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of residence of ninety-four days, compared with 
eighty-four days for the unimproved — probably an 
insignificant difference. However, the average 
duration of residence for the “cured” group alone 
was one hundred and twenty-one days, which at 
least suggests that in general the longer the period 
of residence the better the prognosis. 


CONCLUSIONS 


With the hints thus afforded it is possible to 
construct quite tentatively composite outline pic- 
tures of two contrasting types of alcoholic patients 
depending upon their response to the treatment 
which they receive. On the one hand there is the 
patient who tends to do well: young (under 
thirty-five years of age), in good physical health, 
with a history of heavy drinking of less than seven 
years’ duration, adaptable, energetic, capable of 
leadership, perhaps egotistical, possibly more at- 
tached to his father than to his mother, and in 
circumstances where a hospital residence of four 
months or more is feasible. On the other hand 
there is the patient whose prognosis is poor: older 
than forty years of age, in poor physical health, 
a heavy drinker for fifteen years or more, anergic, 
little ability to adapt himself to new situations, 
lacking in self-confidence, possibly strongly attached 
to his mother, and remaining under treatment tor 
only two and a half months or less. Not one 
of our 120 patients approaches sufficiently closely 
to the composite patient with a favorable prognosis 
to be included in the group — perhaps it is an un- 
attainable ideal for an alcoholic; however, of the 16 
patients who could be classified as corresponding 
more or less to the composite picture carrying an 
unfavorable prognosis, not one is to be found 
among our 21 patients who are known to have 
done well. 

It is expected that, with the accumulation of more 
reliable and extensive data under the alcoholic 
research program which this present preliminary 
study initiates at McLean Hospital, it will be pos- 
sible to evaluate with greater precision and cer- 
tainty the prognostic signs and indications which 
each individual patient presents upon admission 
and ultimately to understand how at least some of 
these variable factors operate to influence the final 


outcome. 
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TYPHOID PROSTATOVESICULITIS 
Aveustus Ritey, M.D.,* anno Howarp I. Susy, M.D.t 


BOSTON 


“THE occurrence of genitourinary involvement 
in typhoid fever has long been recognized as 
a frequent and important problem of that disease. 
Ever since the discovery that the disease is pri- 
marily a blood-stream infection — with general and 
local manifestations — it has been accepted that the 
possibilities of complication are unlimited. 

The conquest of typhoid fever may well be re- 
garded today as one of the greatest accomplish- 
ments of preventive medicine, for in the past 
twenty to thirty years the morbidity has fallen 
to approximately one-eighth its former figure. Con- 
sequently, in the study of typhoid fever today, one 

chiefly interested in the epidemiology or 
“carrier problems,” and in the queer complications 
or peculiar manifestations of the disease. It has 
been definitely shown that people who chronically 
harbor typhoid bacilli and act as carriers usually 
have bacilli either in the gastrointestinal tract 
(including the gall bladder) or in the genitourinary 
tract. 

Beardsley’ in 1909 pointed out and discussed at 
some length the common complications which oc- 
cur in the genitourinary tract. Moreover, he 
pointed out that many of these are transient and 
of little significance, whereas others are so severe 
and prolonged that death may result, even after 
the patient has apparently convalesced from the 
original illness. Among the complications are 
urinary retention, polyuria, albuminuria, pyuria, 
hematuria, hemoglobinuria, urobilinuria, bacilluria, 
infarcts and abscesses of the kidney, nephritis, pyel- 
itis, cystitis, epididymitis and orchitis, oophoritis, 
salpingitis, gangrene of the genitals, disturbed 
menstrual function and premature labor. 

Upper urinary tract complications are not uncom- 
mon, but the exact method of typhoid bacillus inva- 
sion is not yet entirely settled. Huggins and Roome* 
have pointed out that it certainly cannot be re- 
garded as a pure filtration process, since there are 
so many cases with persistently positive blood cul- 
tures which never show bacilli in the urine. Con- 
sequently, it seems that the formation of small foci 
—true abscesses—in the kidney or elsewhere in 
the urinary tract is the most probable explanation. 

In the lower urinary tract, inflammation of the 
epididymis and testicle has long been observed and 
described, but has never been very accurately or 
thoroughly investigated. Velpeau*® in 1844 was the 


*Assistant professor, genitourinary surgery, Harvard Medical School. 
*House surgeon, Fifth Surgical Service, Boston City Hospital. 


first to associate this local complication with the 
disease. Westcott collected a series of cases from 
the literature, the summary of which was pub- 
lished in Keen's‘ monograph, The Surgical Com- 
plications of Typhoid Fever. Later Eshner,® Kin- 
nicutt,° Blumenfeld,’ Beardsley’ and Pike® added 
further cases, and up to 1911 over 100 cases had 
been reported. 

The fact that no one writer or student of typhoid 
fever has observed many cases in his own personal 
experience makes it evident that the complica- 
tion is not a common one. Osler® observed 4 cases 
in 1,500, and Sorrel’® recorded 3 cases in 871, where- 

as among 14,738 cases of typhoid fever gathered 
from the German and French reports, Pierre Do™ 
could find no cases of epididymo-orchitis. Green- 
berg and Greenwald” in 1929 briefly reviewed the 
literature and reported 1 new case. 

Explanation of the method of entry of typhoid 
bacilli into the testicle has in most cases un- 
satisfactory. Many observers have contended that 
the blood-borne bacilli are carried directly to the 
testicle or scrotum, and that a minute abscess is 
formed as the anlage of the detectable lesion. Fox,” 
on the other hand, has claimed that the disease 
is a result of thrombosis of the spermatic veins 
or their tributaries with resulting mycotic phlebitis. 
In only a few cases, however, have observers made 
careful examinations and studies of the prostate 
gland and its secretions. 


CASE HISTORY 


M. L., a 30-year-old, white, single Jewish office worker, 
entered the Fifth Surgical Service of the Boston City Hos- 
pital on February 3, 1936, with the chief complaints of 
back pain, fever and bloody urine. Nine weeks prior to 
admission he said he had suffered a “low back strain” 
which was not relieved by orthopedic treatment. Three 
weeks prior to admission he had a shaking chill, but had 
no localizing symptoms other than the persistent low back 
pain and marked lassitude. He discontinued his work 
and went to bed. Two weeks prior to admission he 
started having marked perineal discomfort after each 
micturition. He began to have some daily frequency, and 
noticed constant terminal hematuria. He described the 
last drops as being “dirty red with clots.” His malaise 
and inaptitude for food persisted, and he was running a 
temperature of from 100° to 101.5°F. The annoyance 
and pain of the urinary symptoms finally prompted him 
to come to the hospital. Past history was irrelevant, and 
he denied venereal diseases by name and symptoms. Fam- 
ily history was noncontributory. 

Physical examination a well-developed and 
well-nourished male, obviously feverish and uncomfort- 
able. No rash was visible. A few small cervical and in- 
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guinal lymph nodes were palpable. The tongue was 
coated. The nose and throat were not remarkable. No 
abnormal heart sounds were heard. The lungs were 
clear. The abdomen was soft without distention, and 
there were no masses, spasm or tenderness. The liver, 
spleen and kidneys were not felt. There was no swelling, 
redness, induration or tenderness of the testicles, spermatic 
cords or scrotum. The extremities were negative, and 
knee jerks were present and equal. Rectal examination 
revealed a symmetrically enlarged, bulging, though boggy 
and tender, prostate, and vesicles from which a large 
amount of secretion was expressed. 

The temperature was 101.5°F., the pulse 100, and the 
respirations 22. The blood showed a red cell count of 
5,900,000, with a hemoglobin of 95 per cent. The white 
cell count was 8,400, 80 per cent polymorphonuclears, 12 
per cent lymphocytes and 8 per cent monocytes. The red 
cells and platelets appeared normal, with no stippling or 
parasites. The urine was clear amber, with an acid reac- 
tion and a specific gravity of 1.011, and showed a slightest 
possible trace of albumin, no sugar, and 18 to 20 white 
blood cells per high-power field in the centrifuged sedi- 
ment. The stool and urine cultures were negative for 
pathogenic bacteria. The blood culture, however, was 
‘positive for Bacillus typhosus. The prostatic smear con- 
tained many white blood cells, and prostatic secretion cul- 
ture was positive for B. typhosus. A Widal test was positive 
in a serum dilution of 1:640. A Kahn test was negative, 
and the nonprotein nitrogen of the blood was 18 mg. per 
cent. The patient was transferred to the Fourth Medical 
Service with the diagnosis of typhoid fever and typhoid 
prostatitis. 

The patient’s progress was rather uneventful. His tem- 
perature the first week was between 102° and 103°F. and 
sustained, then fell to rise again, reaching a peak of 
103°F. in the middle of the second week. It then fell 
slowly, reaching normal by the end of the third week. 
From then on, the curve was flat except for one or two 
short rises. The pulse was about 100 throughout, and 
fell to 80 at discharge. Respirations were normal. The 
fluid intake was maintained at over 5,000 cc. daily through- 
out the illness, reaching as high as 8,000 cc. The caloric 
intake averaged about 3,000 calories, but reached 4,700 in 
the middle of the second week. For the first week, at the 
height of his fever, the patient was disagreeable, sullen, 
stuporous and slow in his reactions, and complained fre- 
quently. During his second week he had considerable 
burning and urgency of urination, especially after pros- 
tatic massages, which always yielded a great deal of puru- 
lent secretion. The spleen became definitely palpable. 
There were small, 1-2 mm. macules, fading on pressure, 
in the flanks. The symptoms slowly cleared, and by the 
end of the third week, when the temperature reached 
normal, the patient felt quite well. From then on his 
course was uneventful, except for one brief episode in the 
sixth week, when his temperature rose to 100°F., and he 
complained of pain and tenderness in the right upper 
quadrant. This subsided, and he was troubled no further 
except for slight pain in his back, which he noticed after 
being on his feet for some time. He nearly regained his 
normal weight before leaving the hospital. 

Throughout the hospital course, repeated urine cultures 
were negative for B. typhosus. Cultures of the prostatic 
secretion, however, were positive on February 5 and Feb- 
ruary 15, but negative on March 7. The prostate gland 
gradually lost its bulging and boggy feeling, and the secre- 
tion contained fewer and fewer white blood cells. The 
patient was discharged March 28, 1936, with the final diag- 
nosis of typhoid fever and typhoid prostatovesiculitis. 

Subsequent examination 6 weeks after discharge revealed 
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a prostate gland and vesicles of normal size and consist- 
ence, with only a very small amount of secretion. This 
secretion contained 5 to 6 white blood cells per high-power 
field, and the culture was negative for B. typhosus. The 
patient was entirely asymptomatic. 


COMMENT 


It has been well known for years that there is 
a very close association between prostatitis, vesic- 
ulitis and epididymitis. This has been observed 
repeatedly, especially in gonorrhea. The etiology 
of acute epididymitis has consequently been at- 
tributed — at least in gonorrhea — to a direct exten- 
sion from a posterior urethritis, prostatovesiculitis, 
down through the ductus deferens to the epididy- 
mis. Moreover, in the cases of epididymitis fol- 
lowing prostatectomy, or even inlying catheteriza- 
tion, the causation has been logically and simply 
traced to a posterior urethritis with extension. In 
the gram-positive pyogenic infections as well as in 
the gonococcal infections of the posterior urethra 
and prostate, epididymitis of course does not pre- 
sent itself on clinical examination. 

In the many reported cases of typhoid epididy- 
mitis it seems that this association has been forgot- 
ten. The prostate and vesicles have not been care- 
fully considered as the probable cause, and have 
consequently not been carefully examined. Fur- 
thermore, in the cases of typhoid fever which did 
not present any scrotal findings the prostate gland 
and the seminal vesicles have not been adequately 
examined. The importance of the prostate as a 
focus of infection and of prostatitis as a disease 
entity has been seen and stressed more and more 
by urologists of late. Moreover, this prostatitis 
need not be of venereal origin or association. It 
is now felt that 25 per cent of all cases of prostatitis 
and vesiculitis recognized and treated are of the 
nonvenereal type (Young"). 

In reviewing the literature on the bacteriology 
of these so-called nonspecific cases, it is noted that 
practically every organism has been implicated. 
Baker" in 1925 summarized this literature, and the 
reader is referred to his work. The fact that a 
prostatitis of any nature is such a common fore- 
runner of infection in the epididymis seems to de- 
mand thoroughness in prostatic examination in 

cases, even in typhoid fever. In only one 
case of typhoid epididymo-orchitis, however, was 
the prostate gland mentioned —that reported by 
Smith** in 1912, in which the prostate was normal. 

We have presented a proved case of typhoid pros- 
tatovesiculitis with apparently no other genito- 
urinary complication. There has heretofore been 
no such record of prostatic invasion with typhoid 
bacilli in a living case, although there is a valuable 
pathological record in this connection. Marchil- 
don," in collaboration with Dr. Ludwig Pick, re- 
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ported the detailed pathological findings in 2 
autopsies which showed anatomic findings of ex- 
treme interest. The first was a case of acute 
typhoid spermatocystitis with no changes in the 
prostate gland. This patient had been brought 
into the hospital in a comatose condition, with no 
genitourinary symptoms, and died from  perfora- 
tion nine days after admission. Seminal vesicle cul- 
tures were positive for typhoid bacilli. The sec- 
ond case was a twenty-eight-year-old male who 
was admitted to the hospital with the diagnosis of 
typhoid fever of about ten days’ duration. Death 
took place from hemorrhage of the bowel four days 
after. admission. The autopsy showed “typhoid 
ulcerations in the ileum, universal icterus, sub- 
epicardial and subpleural hemorrhages, acute tumor 
of the spleen, parenchymatous nephritis with small 
abscesses, acute purulent prostatitis, swelling of 
the mesenteric lymph nodes and acute catarrh oi 
the duodenum.” The testicles and epididymes 
were free from change. The prostate was de- 
scribed as being “of rather large size, the right 
lobe being the larger. In the lobes is an area the 
size of a bean containing a purulent, vellow, 
granular material upon a reddened floor. By pres- 
sure on the lobes, pus exudes.” Typhoid’ bacilli 
were cultured from the prostatic secretion. 
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SUMMARY 


A case of acute typhoid prostatovesiculitis is re- 
ported. The patient never showed any signs of 
epididymo-orchitis. Several positive prostatic cul- 
tures were obtained, but repeated urine cultures 
were negative. 

The problem of prostatitis and vesiculitis is pre- 
sented as a rare complication of typhoid fever 
which must be remembered in the consideration 
of all chronic types of typhoid bacilluria. 
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OLIVER WENDELI. HOLMES AND THE PHYSICIAN-POET 


Mary Louise 


NEW ORLEANS, LOUISIANA 


UCH has been written of the medical man 
as a poet, and much more on Oliver Wen- 

dell Holmes as a physician and a poet. No au- 
thor, however, seems to have discovered a letter 
of Dr. Holmes published in a Southern medicai 
journal in 1874, in which he, the greatest of the 
medical muses, evaluates the doctor as a poet. 

On May 5, 1874, a letter signed “Tattler” was 
addressed to the New Orleans Medical and Surgi- 
cal Journal, calling attention to a book, just pub- 
lished, on the medical poets of France. The let- 
ter enlarges on the subject of doctors as poets and 
mentions Dr. Holmes as a shining example of this 
union of medicine and poetry. 

May 5th, 1874. 

The Journal de Médecine et de Chirurgie pratiques, of 
April, publishes a short notice of a book lately issued in 
France bearing the following title — “Le Parnasse medical 
frangais ou Dictionnaire des médecines poetes de la France, 
par le docteur Achille Chereau.” 

It is not strange that the medical profession should be 


*Librarian, Tulane University School of Medicine. 


less addicted to the poetic inspiration than the theological, 
and probably less than the legal. For the former, the con- 
templation of the supernatural must awaken whatever 
poctic emotions a man possesses, while the very varied 
studies of the lawyer lead him to the altar of the muses 
more often than does the physician's unromantic art lead 
its votaries thitherward. Whoever has read the “Temple 
of Nature” and “Botanic Garden” must admit that phil- 
osophic poetry is a dead failure. In truth, we cannot do 
otherwise than commend the good taste of the sacred nine 
in refusing to be chained to the grim car of philosophy. 
In scientific polemics they belong to the class of 


“Sweeter logicians in bliss, 
Who argue their point a soul-telling eye, 
And convince us at once with a kiss.” 


It is not then a matter of wonderment, that the metrical 
essays of our profession are the more successful exactly 
in inverse proportion to their ambitious pretensions. Like 
half-fledged birds, they are safer when they do not attempt 
to soar too high. 

Nothing seems more natural than that physicians should 
be often required to expend their poetic talent in writing 
epitaphs. The friends of the deceased —and with full 
knowledge of his character, who is more likely to be asked 
to commemorate his virtues in verse, which the intent and 
the occasion , however miserable intrin- 
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sically? Perhaps the force of some unfortunate circum- 
stances of this kind caused the following witty lines to be 
perpetrated in regard to Dr. Valére, which appear in the 
review under discussion. 

Heureux qui recoit la mort 

Des mains du docteur Valére, 

Car avant qu'il nous enterre 

Par ses vers il nous endort. 


It is certainly to be desired that some similar work be 
performed for this country, which now affords the rare 
instance of a combination of medical and poetic talent of 
the highest order in the same person. There are very 
few readers of the New Orleans Medical and Surgical 
Journal who need to be informed that in this statement 
reference is made to Olivér Wendell Holmes, of Boston, 
the physician, poet and scholar. Indeed, so far as my 
information is correct, New England enjoys, for the pres- 
ent and the past, almost entire monopolization of the 
honor of uniting medicine and poetry. The first Warren 
was a poet, whose verses are said to have been held in 
high esteem. I have seen but one of his effusions, and 
should infer that its merits consisted chiefly in the patriotic 
sentiment inculcated. 

While my mind has been occupied with this interesting 
subject, I have striven to recall some of the recreative 
studies of my boyhood, consisting, in so far as the present 
subject is concerned, in reading the quaint effusions of the 
pilgrim fathers and their collateral authorities. Among 
these we find many curious, and even meritorious, at- 
tempts at versification. In looking over these it some- 
times occurs that a peculiarly technical mode of expression 
betrays the medical authorship of these generally 
anonymous contributions. In 1657 William Bradford, 
Governor of Plymouth jurisdiction, “expir’d his breath.” 

“The ninth of May, about nine of the clock, 
A precious one God out of Plymouth took: 
Governor Bradford then expir'd his breath — 
Was called away by force of cruel death.”* 


I do not know that any records now preserved indicate 
the authorship of these lines, but to my mind the expres- 
sion “expir'd his breath” is sufficient to compel our pro- 
fession to father it. In this connection I also recall Fessen- 
den’s “Terrible Tractoration,” by Christopher Caustick, 
M.D., A.S.S., Fellow of the Royal College of Physicians, 
Aberdeen, &c. This poem attracted a great deal of atten- 
tion in England as a severe diatribe against that most 
audacious of “Yankee tricks,” Perkins’ metallic tractors. 
The Gentleman's Magazine for January, 1804, says: “Who 
the author can be, we have not the least conception; but 
from the intimate acquaintance he discovers with the dit- 
ferent branches of medical science, we should imagine 
him to be some jolly son of Galen, who, not choosing to 
bestow all his arts upon his patients, has humanely applied 
a few escharotics for the benefit of his brethren.” The 
“Terrible Tractoration” was written in a style imitating 
that of Hudibras, and was unquestionably a striking suc- 
cess. It has been over a good score of years since | have 
seen the book, and only two lines remain unforgotten: 

“With bolus, pill, and squirt-gun, 
There'll be a monstrous deal of hurt done.” 

After all, the physician who assumes to become a poet 
must, like Bavolet, be prepared for ridicule. 

“Honneur a Monsieur Bavolet, 
Qui dansun genereux delire 
A change sa seringue en lyre 
Et sa canule en flageolet.” 


TATTLER. + 
*New England's Memorial, page 158. 
tNew Orleans Med. & Surg. J. n. s. 2:142 (July) 1874. 
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Dr. Holmes must have seen this letter as soon as 
it was published, for in the ensuing number of the 
same Journal the following answer appears, in a 
style so distinctly his own as to render the signa- 
ture “O. W. Holmes” almost unnecessary. 


BOSTON, JULY 12th, 1874. 

My dear Sir;—You need not fear a very long letter 
with the thermometer playing such tricks with us that we 
think geographers have made a mistake about our latitude. 
You are pleased to pay me the compliment counting me as 
somewhat exceptional in uniting the functions of verse- 
wright and medical practitioner. 

I suspect there are more rhymesters in the medical pro- 
fession than you suppose. I know a good many who 
have let me into their secret propensity in a quiet way. I 
will not say that every one of them has a right to call 
himself a poet, but some that can write very well do not 
care to make themselves prominent in literature. 1 think 
they are quite right. I do not believe much in rhyming 
doctors, and since I have fallen into that way myself, I 
have had no professional homicides laid to my charge, 
and that for the best of reasons —I do not profess to 
practice medicine. In my opinion a man who has life and 
death, and the bodily and mental welfare of his fellow 
creatures in his hands, should have no ambition outside 
of his proper calling. To do his duty by his patients 
will tax all his powers. There have been a good many 
physicians who have also been poets and /ittérateurs, but 
very few instances that I can at once recall where they 
have really excelled in both ways. Haller was the most ~ 
accomplished man I can think of in medicine, and he 
made himself a name as a poet before he became cele- 
brated in medical science; but after all it is as a scholar, 
a bibliographer, and a writer on Physiology, that he is 
known, and not by any reputation as a working prac- 
titioner. 

Arbuthnot is the most successful instance, perhaps, of 
the combination of /ittérateur and physician—a man 
whom Swift and Johnson agreed in ranking above all his 
famous contemporaries, and whom Queen Anne thought 
worthy of attending her in her last illness. Perhaps we 
might mention Guy Patin as his French parallel. Erasmus 
Darwin and John Mason Good were very scholarly physi- 
cians, but I have no doubt that there were plain men 
in their neighborhood who thought of their patients and 
nothing else, while these great people were selecting their 
fine phrases and learned epithets, and whom one would 
have rather had to care for him than the author of the 
Botanic Garden or the translator of Lucretius. Akenside 
wrote good verse, but was altogether too dainty a_per- 
sonage for a medical practitioner. Armstrong was not 
famous for his successs as a medical man, and his poem — 
“The Art of Preserving Health” —is a less agreeable 
sudorific than ten grains of Dover's powder. Goldsmith 
and Smollett were great writers but medical failures. 

In this country Dr. Samuel S. Mitchill, who meddled 
with almost everything, wrote verse among other things, 
but he, I think, was not named as a practitioner with 
the Bards and Hosack. James G. Percival had a good 
deal of reputation as a poet, not much as a_ physician, 
though he had taken a medical degree. 1 do not think 
either of the Warrens was ever proved guilty of writing 
a line of verse. I cannot accept the epitaph on Governor 
William Bradford as a proof that there was a rhyming 
medical man in the colony at that early date. If there 
had been, I think the Pilgrim Fathers would have sent 
him back again. For a patient to have his epitaph writ- 
ten in doggerel verse by the doctor who has just worked 
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him off would be too much, Let me think; there was one 
rhyming doctor, but his rhymes got him into trouble. 
March 12th, 1651, Dr. William Snelling was fined ten 
shillings and the fees of court for uttering the following 
metrical toast: 


I'll pledge my friends; 
And for my foes, 

A plague for their heels 
And a p** for their toes. 


but he only repeated these lines, and did not make them. 

You must have seen some pleasant verses written by 
the late Dr. John K. Mitchell. Some of them are to be 
found in Duycknick’s Cyclopoedia of American Litera- 
ture; and have you never read ‘the ingenious microcosm 
of Dr. Abraham Coles, of New Jersey, or his numerous 
versions of the Dies Irae? Of course you do not forget 
Dr. Holland. 

I am afraid I should do violence to the modesty of 
some of my friends here and elsewhere, if I should men- 
tion the poems I have had the pleasure of reading, com- 
posed in the intervals of their busy professional labors. 
These have very generally been sentimental rather than 
professional. The earlier medical poets confined them- 
selves more closely to their specialty. Fracastorius chose 
one of the least inviting of maladies, and I have before me 
a formidable Latin poem entitled Caroli Sponi Myologia 
Heroico carmine expressa. 

I write hastily, picking up the few facts nearest at hand. 
But I have my doubts whether much can be found by the 
most diligent search to show that the old connection 
between verse, music and the art of healing, has anything 
stronger than a mythological foundation to rest upon. 

As for “Christopher Caustick, M.D.,” the author of 
“Terrible Tractoration,” to whom you refer, he was 
Thomas G. Fessenden, and no M.D. at all. The poem was 
a satire on the medical profession, and a defence of the 


tractors. 

My letter, brief as it is, is longer than I meant it to be, 
and if it reaches you about bed time will be as good as 
night-cap. 

Yours very truly, 
O. W. HOLMES.* 

To which the “Tattler” replied: 

NEW ORLEANS, August 13th, 1874. 

Mr. Editor: —1 thank you for the opportunity to read 
Prof. Holmes’ agreeable letter in manuscript. 1 find 
that my authority for placing the elder Warren among 
medical poets is Rufus W. Griswold, in his addendum 
to D'Israeli’s “Curiosities of Literature,’—D. Appleton 

Co., 1844. On the 29th page of his “Curiosities of 
American Literature,” he says, “Gen. Warren was a song 
writer as well as an orator, but his verses, though very 
popular at the commencement of the Revolution, have 
less merit than his reputation as a man of cultivated taste 
would lead us to anticipate.” I cheerfully accept the 
corrections made by my respected critic. 

“TATTLER.” + 


Dr. Holmes’s own experience is voiced in the 
warning that the roles of medical practitioner and 
poet are with difficulty to be combined. John T. 
Morse, Jr., tells us that “a brilliant career in the 
way of practice not only did not begin early with 
him, but it never developed at all.” Dr. Holmes 
taught anatomy at Harvard for thirty-five years, 


*New Orleans Med. & Surg. J. n. s. 2:296 (Sept.) 1874. 
tNew Orleans Med. & Surg. J. n. s. 2:299 (Sept.) 1874. 
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and his original work on the contagiousness of 
puerperal fever was an epoch-making contribu- 
tion; teaching and research, however, were the 
trends of his career in medicine rather than being a 
practitioner. His very wit was a hindrance. He 
says in “Nux Post Coenatica”: 


Besides — my prospects— don't you know that 
people wont employ 

A man that wrong’s his manliness by laughing 
like a boy? 

And suspect the azure blossom that unfolds upon 


a shoot, 

As if wisdom’s old potato could not flourish at its 
root. 

It's a vastly pleasant prospect, where you're screw- 
ing out a lau 

That your Any next year’s income is diminished 

f 


by a 


And the baby’s milk is watered that your Helicon 
may flow 


Dr. Holmes admonished his students: “Do not 
dabble in the muddy sewers of politics, nor linger 
by the enchanted streams of literature, nor dig in 
far-off fields for the hidden waters of alien sci- 
ences. The great practitioners are generally those 
who concentrate all their powers on their business.” 
When as a young man, Dr. S. Weir Mitchell sub- 
mitted some literary manuscripts to Dr. Holmes 
for criticism, he was advised to hide literature in 
his desk until medicine was full-grown. 

Increasing demands for his poetry and prose had 
led Dr. Holmes to give up practice some years 
previous to the date of this letter (1874). He re- 
tained his contact with the profession, however, 
through his teaching and his extensive reading. 
He was a true bibliophile, and in his dedicatory 
address at the opening of the new building of the 
Boston Medical Library Association, Dr. Holmes 
voices some of his book experiences: 


What a delight in the pursuit of the rarities which the 
eager book-hunter follows with the scent of a beagle! Shall 
I ever forget that rainy day in Lyons, that dingy bookshop, 
where I bought for a small pecuniary consideration, though 
it was marked rare, and was really trés rare, the Apho- 
risms of Hippocrates, edited by and with a preface from the 
hand of Francis Rabelais? And the vellum-bound Tulpius, 
which I came upon in Venice, afterward my only reading 
when imprisoned in quarantine at Marseilles, so that the 
two hundred and twenty-eight cases he has recorded are, 
many of them, to this day still fresh in my memory. And 
the Schenckius, — the folio filled with casus rariores, which 
had strayed in among the rubbish of the book-stall on the 
boulevard,—and the noble old Vesalius, with its grand 
frontispiece not unworthy of Titian, and the fine old 
Ambroise Paré, long waited for even in Paris and long 
ago, and the colossal Spigellius with his eviscerated beau- 
ties, and Dutch Bidloo with its miracles of fine engraving 
and bad dissection, and Italian Mascagni, the despair of all 
would-be imitators, and pre-Adamite John de Ketam, and 
antediluvian Berengarius Carpensis—but why ape 9 
names, everyone of which brings back the accession of 
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book which was an event almost like the birth of an 
infant?* 


His library, containing many rare books, is among 
the treasures of the Boston Medical Library, of 
which he was the first president. 

A second Holmes letter, reprinted from the 
Kentucky Advocate, pays tribute to Dr. John 
Davies Jackson, of Kentucky. It gives further evi- 
dence of Dr. Holmes’s rare taste as a bibliophile 
and his love of books. 


BOSTON, December 16th, 1875. 

My Dear Sir; —1 received through your kindness, this 
morning a copy of the “KENTUCKY ADVOCATE,” 
containing the sad announcement of the death of Dr. 
JOHN DAVIES JACKSON, of Danville. My own recol- 
lections of this most intelligent and courteous gentleman 
are such that I could not read of his death without deep 
personal feeling. 

I think it was in the session of 1869-70, that I first made 
Dr. JACKSON’S acquaintance. He came into my lecture 
as a stranger, not having any introduction to me. I could 
not help noticing him, as there was something in his pres- 
ence which attracted me and impressed me with the idea 
that he was a person entitled to special attention. After 
my lecture I spoke to him and in a few minutes I had given 
him my confidence and asked him to visit my house. When 
he came to see me I found that he was not only modest 
and pleasing in his manners, but that he was, in some re- 
spects, the most scholarly member of the profession I had 
met for a long time. I showed him such treasures as I had 
in the way of the great monumental works in medical, and 
especially anatomical science, and found that he too was 
a lover of old books — good old books — as well as new 
ones, and could appreciate, as very few can, an early edi- 
tion of VESALIUS or of AMBROSE PARE, or still rarer 
works, such as I had picked up here and there, at home 
or abroad. He was an enthusiast in books and knew the 
good ones from having owned many of them. He had 
lost two libraries, he told me, one by fire and one in the 
late war — for he was on the other side among 

“Nos bons amis, les ennemis,” 
in the late interval of suspended friendship which we are 
trying to forget as fast as we can. 

My attentions to Dr. JACKSON were nothing, as it 
seemed to me, to be especially remembered, but he in- 
sisted on never forgetting them. Not long after his re- 
turn he sent me a great box containing some of the finest 
fruits he could find in the market, some of the other 
products, characteristic ones, of Kentucky soil and indus- 
try, and at the bottom of the box two rare and valuable 
works, folios, both of them, full of fine plates, neither of 
which volumes I had ever happened to meet with before, 

*Bostoa M. & S. J. 99:745 (Dec. 12) 1878. 
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and which I considered a great accession to my library. Sev- 
eral times since this Dr. JACKSON has sent me presents, 
such as he thought would be acceptable, and always so 
delicately and gracefully that it almost seemed as if I were 
doing him a favor in accepting them. 

Remembering that I have never met him but two or 
three times, I feel as if my recollections might seem like 
an intrusion in the midst of sorrows which can hardly 
listen as yet to words of consolation. If he so impressed 
one almost a stranger, what must he have been to those 
nearest to him, and to the community in which he lived 
and for which he labored! 

Let me add my simple record to the eulogies which 
have been and will be spoken and written of him. 1 
could not say that I knew him as many did, but easily as 
I made his friendship and limited as has been our inter- 
course, I feel his loss almost as if I had known him from 


my youth upwards. Believe me, My Dear Sir 
Yours Very Truly, 


OLIVER WENDELL HOLMES.* 
Kentucky Advocate. 

Dr. John Davies Jackson was a prominent young 
physician of Danville, Kentucky, endowed with 
brilliance and magnetism. Biographic notes con- 
cerning him speak of his love of books and his 
library, unusual in his time. He wrote extensive- 
ly and was a student of the history of medicine; 
his friendship with Dr. Holmes bespeaks a com- 
munion of interests. 

Oliver Wendell Holmes was essentially a physi- 
cian-poet. His poems breathe the spirit of medi- 
cine; he found it unnecessary to dissociate the 
poetic gift and his scientific training. Even his 
prose is poetic in its distinctive whimsicality, and 
_ prose and poetry abound with medical al- 
usion. 

Dr. Holmes has said: “The translation of a poem 
from one language to another is in one sense an 
impossibility, — as much as it is to get a ripe peach 
from New Jersey to Boston; to carry a full-blown 
rose from here to San Francisco; to waft the salt- 
sea odor of Nahant from here to St. Louis.” So 
does one feel of his piquant wit. The indescrib- 
able charm of the original cannot be translated into 
the words of another. Twice blest are we for 
whom Dr. Holmes’s medical contributions, as well 
as his literary work, mark milestones of American 
achievement. 


*New Orleans Med. & Surg. J. n. s. 3:608 (Jan.) 1876. 
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THE INCIDENCE OF CORONARY ARTERY SCLEROSIS IN THE AGED 
Irvine B. Akerson, M.D.,* Joun F. Dias, M.D.,+ ann Rosert T. Monroe, 


BOSTON 


HERE seems to be general agreement that cor- 

onary artery sclerosis is a condition which at- 
fects men and women most often in the sixth and 
seventh decades of life. The subject has been cov- 
ered in many recent articles, such as those of Chris- 
tian,' White,? Willius,* and Root and Sharkey’ 
and does not need to be reviewed here. It is often 
suggested, however, that significant disease of the 
coronary arteries decreases in frequency as life is 
prolonged so that it is quite uncommon after the 
age of seventy-five. Our experience has been quite 
to the contrary. In order to test the validity of our 
impressions we have reviewed all the cases that 
have come to postmortem examination at Long 
Island Hospital in the five-year period 1932-1936. 

The hospital on Long Island in Boston Harbor 
has about 550 beds and receives patients from other 
Boston hospitals. These patients suffer from 
chronic and incurable diseases. Attached to it and 
under the same administration is the city alms- 
house for the aged and indigent; its bed capacity 
is 1,200. It ts a fair estimate that 90 per cent of 
the Island population are over forty years of age. 

There were 480 autopsies performed in the pe- 
riod mentioned, representing about 45 per cent of 
the patients who died. All were done or supervised 
by one of us (I. B. A.). In 53 cases the condition of 
the coronary arteries was not mentioned. Seven- 
teen cases were less than forty years of age; none of 
them showed abnormal coronary arteries. Our 
study was based upon the remaining 410, of whom 
12 were known to have diabetes mellitus. 

The degree of sclerosis in the coronary arteries 
was graded in the manner devised by Dr. Shields 
Warren, as reported by Root and Sharkey.’ Nor- 
mal coronary arteries were rated 0; atheromatosis 
alone, 1; calcification without alteration in the size 
of the lumen, 2; calcification with decrease in the 
lumen, 3; and calcification with complete oblitera- 
tion of the lumen, 4. 

There were 398 patients without known dia- 
betes mellitus, whose average age was sixty-seven 
years. They are distributed in Tables 1 and 2 ac- 
cording to age, sex and degree of coronary sclero- 
sis. 

It is seen that there were 30 cases in which coro- 
nary occlusion (Grade 4) occurred, an incidence 
of 75 per cent; men outnumbered women in the 
ratio of 14:1. Twenty-five cases showed changes 


From the Pathology Laboratory, Harvard Medical School, and the Medical 
and Pathological services of the Long Island Hospital, Boston. 

*Pathologist to Long Island Hospital. 

tVolunteer intern in pathology, Long Island Hospital. 

tPhysician, Peter Bent Brigham and Long Island hospitals. 


in the surrounding tissue consequent upon infarc- 
tion; only a nonpatent lumen was demonstrated 
in the other 5. In addition, there were 23 other 
cases in which myocardial scars typical of old in- 
farcts were found — 15 in men and 8 in women. Six 
were considered to have at death Grade 1 coronary 
changes; 5 had Grade 2; and 12 had Grade 3. An- 
other case was that of a woman of eighty-five, 
known to have hypertensive heart disease, who 
died of a rupture of a coronary artery which 
showed only the slightest change from normal 
(Grade 1). There were therefore 54 patients (13.5 
per cent) who had at some time suffered coronary 
occlusion. If Grades 3 and 4 are taken together 
to represent significant or severe coronary artery 
involvement, then 123 patients (30.9 per cent) were 
so affected. Aneurysm of the heart was found in 
only 2 of them. There was no instance of rupture 
of the heart. 


TABLE 1. The Degree of Coronary Artery Sclerosis in 20% Men Over 40 
Years of Age, Shown in Relation to their Age in Decades. 


Act Grane 0 


Grape | Grape 2 Grave 3 Grape 4 
CADES 
839 8§ 3&8 
40.49 3 6 0 O 1 10 0 34 
530-59 481 16 29.6 5 92 4 #74 54 (184 
18 18.2 28 28.2 16 16.1 28 28.2 9 91 99 338 
70-79 20 2.8 22% 27.1 19 19.8 24 «25.0 7 32.7 
80-89 24.1 6 1) 33.3 7 21.2 33) 
90 +- 0 0 0 1 100. 0 0 oO 1 3 
Totals 68 23.2 84 286 645 «(15.3 68 23.2 28 96 293 100.0 


Tables 1 and 2 also show that there was no de- 
crease in the frequency of severe coronary disease 
with age. The number of patients in each bracket 


TABLE 2. The Degree of Coronary Artery Sclerosis in 108 Women Over 
40 Years of Age, Shown in Relation to their Age in Decades. 


Acer Grave 0 Grape 


0-49 2222 666 0 86 

74466 2133 320 0 143 

60-69 7 24.1 9 310 § 17.2 8 27.6 0 oO 29 27.6 

7.79 8 22.2 305 3S 2 $5 % 34.3 

0.89 1 91 6 34.5 3 27.2 1 10.5 

904+ 0 0 0 0 4 80.0 oO 5 48 

Totals 17 162 36 34.2 2% 238 2 238 2 19 105 100.0 


is too small to point to any clear conclusion, but 
each sex exhibits a general tendency for healthy 
coronary arteries to disappear and for progressively 
severe changes to appear as life is protracted. 
The peak of frequency for men is found in the 
ninth decade, and for women in the eighth. 
Hypertension occurred in the majority of the 
patients with significant coronary artery disease. 


Vol. 
1 


Vol. No. 16 


Fifty per cent of the men and both of the women 
with Grade 4 sclerosis were known to have had 
high blood pressure. Of the cases with calcifica- 
tion and narrowing of the lumen (Grade 3), 60 
per cent of the men and 83 per cent of the women 
had high blood pressure. Overwhelming concomi- 
tant disease may have depressed it to the normal 
level reported in 20 cases; hence, our records show 
few in these groups with clearly normal pressures. 

The general nutrition of the patients was also 
reflected in the amount of their coronary sclerosis; 
the worse it was, the less likely they were to have 
hardened arteries. Of those who had Grades 3 and 
4 sclerosis (123 cases), only 3 were definitely un- 
derweight, but of those who had no or insig- 
nificant sclerosis (275 cases), 50 per cent were 
emaciated. 

Alcohol appeared to have restricted the progress 
of arterial degeneration in our cases, or else per- 
haps it hastened exitus by other routes. At any 
rate, of the 32 known addicts in our series only 1 
had had an infarction and 6 others had narrowing 
of the lumen with calcification (Grade 3). This 
is an incidence of significant coronary disease of 
21.8 per cent, as compared with 30.9 per cent for 
the whole group. Syphilis was not a factor; no 
case with occlusion had evidence for such a diag- 
nosis, and only 3 cases with narrowed coronaries 
had syphilitic aortitis. 


TTT 


40-44 60 - 6q 
Age in Decodes 
TJ Ne Disease Mederete MB Severe Diseose 
Chart showing graphically the incidence of coronary artery sclerosis in each 
decade in 398 patients over 40. 

Myocardial degeneration was found pathologi- 
cally much more commonly in cases with severe 
coronary artery disease than in the other cases. 
It occurred in 86 per cent of the cases with Grades 
3 and 4 sclerosis, and in 58 per cent of those with 
Grades 0, 1 and 2. There was also a tendency for 
the weight of the heart to increase as the coronary 
disease process advanced. The average weight 
of the hearts in Group 0 was 356 gm.; in Group 1, 
378 gm.; in Group 2, 410 gm.; in Group 3, 407 
gm.; and in Group 4, 445 gm. No great impor- 
tance can be attached to these figures, however, 
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since the heart weight was not reported in some, 
and since there were extreme variations in indi- 
vidual instances in each bracket. 

Valvular disease, clearly rheumatic in origin, 
was found only once in those who had Grades 3 
and 4 coronary lesions, and in this one it involved 
the mitral valve. It was fairly common with lesser 
grades of sclerosis, there being 12 instances of mi- 
tral and 7 of aortic stenosis. Atheromatous changes 
in the valves, however, were more often a feature 
of severe coronary disease, for there were 30 in- 
stances of mitral involvement, 33 of aortic involve- 
ment and 4 of tricuspid involvement in Grades 3 
and 4, as contrasted with 20, 30 and 1 cases, respec- 
tively, in Grades 0, 1 and 2. 

A certain correlation was found between the 
degree of atheromatous change in the aorta and 
that in the coronary arteries (Table 3). Thirty- 


TABLE 3. The Degree of Coronary Artery Sclerosis in Percentages in 398 
Patients, Shown in Relation to the Degree of Sclerosis Found in the 


Aorta. 
Droree oF No. Grave Grape Grave Grape Grave 
Aortic ScueRrosts Cases 0 l 2 3 4 
None 55.5 2.7 5.5 0 
105 38.0 40.0 6.6 13.3 19 
Calcification ll 18.1 27.0 22.5 20.7 11.7 
Calcification with ulceration 146 34 246 25.3 3 10.2 


two per cent of the cases with calcification in the 
aorta had narrowed or occluded coronary arteries, 
and 46 per cent of those with calcification and ul- 
ceration were so involved. Patients with normal 
aortas tended to have intact coronaries. 

The clinical diagnosis of coronary occlusion in 
our 30 cases proved to be very difficult. It was 
made correctly antemortem in only 11 cases. It 
was overlooked in 7 patients without adequate ex- 
cuse, although 6 of them were known to have heart 
disease. The other patient was a man with syrin- 
gomyelia who had been confined to the hospital 
for ten years, yet interest had so centered around 
his attacks of motor irritability that no examina- 
tion of his heart or blood pressure was ever re- 
corded; he was found dead in bed one morning. 
The diagnosis was not reasonably possible in the 
remaining 12 cases. Nine of them had no symp- 
toms that would arouse a suspicion of infarction; 
of these, 5 were over eighty years of age, 1 had 
cirrhosis of the liver and normal blood pressure, 1 
had cancer of the tongue, and 2 had cerebral hem- 
orrhages. Orthopnea was the only presenting com- 
plaint in 1 case, pulmonary embolism was found 
in another and in the last case all the distress seemed 
to be due to chronic uremia. 

Our impression is that the main difficulty lay in 
the failure of this whole group of patients to pro- 
duce the classical symptoms of coronary throm 
bosis that are so common to patients who are 
younger. Possibly closer personal observation dur- 
ing life might have shown more cases that were 
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typical. Our index of suspicion of heart disease, 
however, has been high, and our interns have 
shown a fair degree of accuracy in the diagnosis 
(62 per cent correct in our total group, 12 per cent 
wrong and 26 per cent overlooked). Careful re- 
view of our cases convinces us that coronary in- 
farct in the aged is often painless, even silent, and 
is followed quickly by death. 

The 12 patients with known diabetes mellitus 
have been reserved for separate discussion (Ta- 
ble 4), since it is well recognized that this disease 


TABLE 4. The Degree of Coronary Arteriosclerosis in 12 Patients with 
Diabetes Mellitus. 


Decrre or Coronary No. Per 
Artery SCLeRosis ASES Cent 
Grade 0 2 16.7 
Grade 1 2 16.7 
Grade 2 1 8.3 
Grode 3 4 33.3 

ade 4 3 25.0 


is associated with a high incidence of arteriosclero- 
sis. There were 7 women and 5 men; their aver- 
age age was seventy and their diabetes had lasted 
from three to eighteen years. Only 2 (17 per cent) 
showed normal coronary arteries. Seven (58 per 
cent) had significant sclerosis, of whom 3 (25 per 
cent) died of coronary infarct. Our group, there- 
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fore, small as it is, confirms the work of Root and 
Sharkey,* who found that 18 per cent of their dia- 
betic patients died of infarct, as contrasted with 2 
per cent of their control group. 


SUMMARY 


1. Sclerosis of the coronary arteries with nar- 
rowing or occlusion was found in 30.9 per cent of 
398 patients without diabetes mellitus whose aver- 
age age was sixty-seven. 

2. It occurred most frequently in the ninth dec- 
ade of life in men, and in the eighth decade in 


3. Coronary occlusion in the aged often occurs 
without pain and is followed quickly by death. 

4. Of 12 patients with diabetes mellitus whose 
average age was seventy, significant coronary artery 
disease was found in 58 per cent. 


721 Huntington Avenue. 
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GONOCOCCAL INFECTIONS IN THE MALE 
ASSOCIATED WITH HYPOSPADIAS 


N. D. Suaw, M.D.,* C. H. M.D.,¢ ann W. M. Brunet, M.D.t 


CHICAGO, ILLINOIS 


YPOSPADIAS is the commonest congenital 

malformation occurring in the penis, and the 
balanitic type is frequently seen in a clinic for 
venereal disease. The defect in the inferior wall 
of the urethra is simply an open groove, and the 
exposed urethral glands and canals are readily in- 
vaded by the gonococcus. Accompanying the de- 
formity is usually a small meatus, which hinders 
drainage and adds to the chronicity of an associ- 
ated gonorrhea. 

The patient with a hypospadias and a specific 
urethritis presents a difficult problem in therapy. 
The infection, despite every care, often remains for 
many weeks, and it frequently becomes necessary 
to inject each glandular opening repeatedly in 
order to effect a cure. Not infrequently some of 
the ducts and sinuses must be destroyed by cau- 
terization, coagulation or fulguration. 

The present study is based upon a review of 
8,921 urologic records of consecutive examinations 
of male patients in our clinic. Hypospadias of the 
iEt2m the urological division of the Public Health Institute, Chicago, 

a urological staff, Public Health Institute. 


tMember, urological staff, Public Health Institute. 
tDirector, urological division, Public Health Institute. 


balanitic or penile type was found in 93 patients, 
an incidence of 1 per cent. Rennes, in the exam- 
ination of recruits for the French army, found hy- 

dias once in every 300 applicants. There were 
42 of our 93 cases which were infected with gonor- 
rhea. We were fortunate in holding 28 of these 
patients under treatment and observation for a 
sufficient length of time to accomplish either a 
cure or an arrest of the infection. Of the 25 
cases, 21 completed all the tests of cure after being 
under treatment for an average of fifteen weeks. 
One patient with an adequate meatus and no peri- 
urethral openings was cured in only seven weeks, 
while 2 were treated for ten weeks, 8 for twelve 
weeks, 1 for thirteen weeks, 2 for fourteen weeks, 
1 for four months, 2 for four and a half months, 
1 for five months, 2 for five and a half months, and 
1 for ten months. Only 1 patient developed an 
epididymitis, but 10 had a prostatic extension and in 
3 cases there was a persistent posterior urethritis. 
Thus about 50 per cent had a marked posterior in- 
volvement. The one patient with epididymitis 
was free from the usual subjective signs of adnexal 
extension, but while on the tests of cure he was 
found to have multiple anterior strictures, the 
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urethra admitting only a No. 8 soft bougie. We 
are of the opinion that these scars were the re- 
sidual of previous infections. Periurethral abscess 
occurred in 3 patients, which is a very high inci- 
dence. Such complications, however, are rather to 
be expected in these distressing malformations. 
From one to eight periurethral openings were 
found in 14 of the 21 patients. In several patients 
the exposed gland and ducts did not appear to be 
inflamed; but in others they were invaded, the in- 
fection was most resistant, and a flare-up of the 
symptoms was occasionally observed. In some in- 
stances obliteration of the glands and ducts with 
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fected periurethral openings during the acute stage 
of gonorrheal urethritis should not be made, but 
as the infection is controlled each patient should 
be examined at intervals with this possibility in 
mind, and any such openings should be thorough- 
ly treated. This should be carried out systematical- 
ly. The patient should first void to wash away 
urethral secretion, and then lie on a high table 
in a good light. Any suspicious spots may be 
probed gently with a blunt silver needle, a whale- 
bone filiform, a hypodermic needle wire with the 
end ground blunt and smooth, or a hypodermic 
needle similarly ground at the point. Such prob- 
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FIGURE 1. 


the desiccating current was necessary. The exter- 
nal urinary orifice in 7 of the 21 patients was size 
20 French or smaller, and in one patient after 
meatotomy the meatus was only 21 French at the 
time of discharge. 

The remaining 7 of the 28 patients studied were 
treated an average of sixteen weeks, and were in- 
fectious when they became delinquent. On the 
whole those in this group were unco-operative, 
their attendance from the start was irregular, and 
most of them were of the type who use liquor 
or risk new infection and expose others while still 
under medical care. The principal difficulty in 4 
of this group seemed to be a protracted posterior 
extension. In 2 of these patients a meatus of 20 
French or smaller was found (though not all were 
calibrated); periurethral canals occurred in only 
2, and epididymitis in 2, of which 1 was bilateral. 

The incidence of epididymitis in the 28 cases 
was very low as only 1 of the co-operative patients 
and 2 of those who discontinued their treatment 
developed this complication. This small number 
might be attributed to the special attention given 
to a group known to be poor risks, but we believe 
that it was largely due to the conservative man- 
agement that comprises our routine treatment in 
all cases of gonorrhea. 

All males with gonorrhea are to be suspected 
of harboring periurethral infections until 
otherwise, but more especially those with hypo- 
spadias. The search for or treatment of such in- 


ing is quite painful. Proficiency in finding the 
openings comes with experience, which teaches 
where to look and just what to look for. Gentle 
squeezing at suspected areas may bring a drop of 
secretion from openings that will not otherwise 
be found. When more than one opening is pres- 
ent it is best to give each a number on a plain 
line drawing as a guide at later visits. Smears 
from each should be made at frequent intervals. 


There is a certain regularity in the arrangement 
of most of the periurethral openings (Fig. 1). First, 
there are the small tubules on either side of the 
meatus, which may be found to be infected. These 
are often large, and are frequently found in hypo- 
spadias. Next come the openings in the roof of 
the urethra at the meatus or in the adjacent meatal 
groove, which must be explored completely. Any 
of these may be canals which extend for 1 or 2 
centimeters or more. A harmless-looking depres- 
sion at the normal meatal site often has a small 
opening at the bottom, and this sometimes extends 
for some distance, always in the midline and al- 
ways parallel to the urethral canal. Thirdly, there 
may be various channels scattered about the glans 
or skin near the meatus. These are usually super- 
ficial and may run in any direction, but those near 
the urethra are frequently parallel to it and just 
beneath the mucosa. Wherever the gland is lo- 
cated, the distal end is usually closed, but it may 
connect with the urethra or lead back to the sur- 
face. If the distal end opens into the bladder it 
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is a reduplication of the urethra. Other rare open- 
ings may occur in the midline on the penis any- 
where from the pubes to the penoscrotal junction. 
All types of canals and glands have been fully de- 
scribed by urologists at various times, and they are 
spoken of as paraurethral ducts, accessory urethral 
canals and incomplete duplications of the urethra. 
Any or all the several varieties may be found 
in the same penis. Median raphe infections may 
also be found on the penis or scrotum. 

All the adventitious openings are rarely discov- 
ered at the first examination, as various new ones 
apparently develop as the infection persists. In 
general the plan of attack is first to use mild meas- 
ures and gradually intensify them by increasing 
the strength of solutions used, and finally to oblit- 
erate as many channels as possible, trying to de- 
stroy the relatively inaccessible ones by strong sil- 
ver nitrate and the superficial ones by incision or 
desiccation. Methods are modified by the presence 
or absence of swelling or tenderness, the size (diam- 
eter and length) of the canal, whether the distai 
end is a cul-de-sac or opens on the surface or into 
the urethra, whether the pockets are superficial in 
relation to the skin or mucosa of the urethra, and 
the size and location of the aperture, especially as 
regards its relation to the meatus. 

The first exploration is made with a 23-gauge 
hypodermic needle, which is attached to a 5-cc. 
syringe containing a littke mercurochrome or some 
other colored solution. This procedure is a diag- 
nostic as well as a therapeutic measure. Gentle 
efforts are made to explore each canal throughout 
its entire length preparatory to its obliteration. 
The wire stilette that comes with the needle is 
often the only thing that can be passed directly 
into the gland. Once a small difficult canal is suc- 
cessfully probed, the entire tract should be opened, 
if superficial, before removing the wire. A cau- 
tery is best for this, although fulguration or in- 
cision followed by silver nitrate will give just 
as good end results. Anesthesia is important. Be- 
fore destroying the roof of superficial canals an ap- 
plicator with pure phenol solution should be run 
along the line, to be followed by the cautery. Chan- 
nels just under the mucosa of the urethra require 
most careful exploration at two or three visits to 
be sure of their extent. Then the urethra is anes- 
thetized with nupercain (1:1,000). This may be 
held in as an instillation or, better, the urethra at 
this point may be packed lightly with a small wick 
of cotton wet with the solution. Next, a sharp 
23-gauge needle is passed down the canal, being 
sure that it goes all the way to the end. If this 
is difficult, the hypodermic wire is passed first and 
the needle threaded over it, removing the wire as 
soon as the needle point reaches the bottom. Then 
a small syringe of novocain is attached and thrust 
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forward just far enough to inject 1 or 2 drops into 
the submucosa; then the point is pushed toward 
and into the lumen of the urethra. The canal, with 
the hypodermic needle still in place, is brought up 
through the meatus, where it may be laid open 
with a cautery. 

In delivering the longer canals it is usually nec- 
essary to put a loop of wire, or a probe with an 
eye, down into the urethra. This is slipped over 
the point of the needle to prevent it’s pulling out 
and also to protect the urethra. Channels up to 
2.55 centimeters in length may be brought out 
through a 20 French meatus without difficulty. 
The more deeply placed channels must be man- 
aged without surgery. Usually they are injected 
with gradually increasing strengths of silver ni- 
trate solution, small amounts being used to avoid 
marked reaction or sloughing. When the distal 
end connects with the urethra it is best to limit 
oneself to 1 or 2 minims of 5 per cent silver ni- 
trate and to have the patient void at once to wash 
out the urethra. Often 25 to 50 per cent solutions 
may be used on an applicator. A toothpick may be 
whittled until the end is small enough to pass into 
the canal. Then a small wisp of cotton is twisted 
on it and barely moistened with the strong solu- 
tion. This is passed with a rotary motion, turning 
it in the same direction as that used when the ap- 
plicator was made. 

Small superficial glands at the meatus are de- 
stroyed by thrusting a narrow knife point to the 
bottom and out into the urethra. Bleeding is con- 
trolled and the epithelium of the gland destroyed 
with a silver nitrate applicator, 25 to 50 per cent, 
squeezed nearly dry. 

A small meatus in hypospadias may be enlarged 
in those few instances where there is a bridge of 
tissue in the meatus on the dorsal side. Here 
meatotomy is done by removing a wedge-shaped 
piece at this point. First, 2 or 3 minims of novo- 
cain are injected beneath the area to be removed, 
the injection being deep enough and the amount 
sufficiently small so that there is little distortion 
of the part to be taken out. The entire mass is 
grasped in the jaws of a fairly broad hemostat and 
cut around with a knife. This may take some time 


‘to heal, but it rarely needs much attention. Bleed- 


ing is controlled by passing the tip of a sound large 
enough to fit tightly in the meatus and leaving 
it in place for a few minutes. In order to avoid 
contraction it is best to repeat this maneuver once 
or twice a week until healing is complete. An 
acute posterior reaction may occur after any meatot- 
omy unless the urethritis is chronic or at least well 
under control. 
SUMMARY 


1. A discussion of gonococcal infections in the 
male occurring with a congenital malformation is 
presented 
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2. Hypospadias is the commonest congenital de- 
fect occurring in the penis, and it was found in 
93 patients, or 1 per cent, of 8,921 consecutive uro- 
logic examinations. 

3. There were 43 patients among the 93 who 
had an acute gonorrhea, and 28 of this group were 
successfully treated until a cure was effected. The 
treatment in 15 cases was inadequate, as the pa- 
tients did not co-operate. 

4. In one half the cases a posterior extension oc- 
curred, but with a small meatus and inadequate 
drainage, this complication is to be expected. 
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5. The difficulties of treatment are discussed, 
and drawings showing the exposed glandular ori- 
fices are exhibited. 


159 N. Dearborn Street. 
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HEPATOMEGALY AND JAUNDICE IN A JUVENILE DIABETIC 
RicHarp P. Stetson, M.D.,* anv W. Ricuarp Onurer, M.D.* 


BOSTON 


‘THE importance of the liver in carbohydrate 
metabolism has been established by many in- 
vestigators. It is a great reservoir for storing carbo- 
hydrate, and in the normal individual there is a 
constant interchange between liver glycogenesis 
and glycogenolysis to meet the ever-changing de- 
mands of the body for glucose. 

Hepatomegaly in children with diabetes melli- 
tus has been reported in a number of cases, and is 
probably a commoner occurrence than its mention 
in the literature indicates. White’ comments upon 
8 children with large livers among her juvenile 
diabetics. In all these cases the diabetes was of 
more than average severity. Helmreich and Wag- 
ner* in 1925 described the case of a diabetic child 
with a large liver who showed the peculiar com- 
bination of a fasting hypoglycemia and a marked 
intolerance for glucose. Hanssen* has reported 13 
young diabetic patients with large livers which re- 
gressed under treatment with protamine insulin. 
None of these patients were jaundiced. The author 
presents indirect evidence favoring the probability 
that the liver enlargement in diabetics is caused by 
fat infiltration. Root,’ discussing a case of dia- 
betes mellitus with acidosis, azotemia, jaundice 
and hepatomegaly, thought that the swelling of the 
liver in this case was largely due to inflammatory 
reaction with edema. More recently Brian, Shech- 
ter and Persons’ have described the postmortem 
findings in a diabetic patient who died in acidosis. 
The liver was enlarged, and microscopic examina- 
tion showed that the hepatic cells were distended 
with glycogen. The hepatic cells immediately sur- 
rounding the central veins, where the glycogen was 
less abundant than near the portal areas, contained 
small amounts of fat. 

From the Diabetic Clinic and the Thorndike Memorial Laboratory—Second 


and Fourth Medical Services (Harvard), Boston City Hospital, and the 
Department of Medicine, Harvard Medical School. 


*Junior visiting physician, Boston City Hospital. 
tSenior visiting physician, Boston City Hospital. 


The usual postmortem findings in the livers of 
young diabetics with hepatomegaly have been fatty 
infiltration and glycogen deposits, intracellular and 
in the nuclei of the cells. The literature does not 
contain information on the pathological findings 
in the livers of similar cases not coming to post- 
mortem examination, but fat infiltration is consid- 
ered the usual major cause of the liver enlargement. 


The case reported here is that of a young boy 
with diabetes mellitus, hepatomegaly and jaundice 
from whom a section of the liver for pathological 
examination was obtained in the course of an ex- 
ploratory laparotomy. 


CASE REPORT 


J. O'D., a 12-year-old boy, was admitted to the Second 
Medical Service of the Boston City Hospital on December 
8, 1931, complaining of mild epigastric swelling for 9 
months which had increased during the preceding month 
with associated vomiting, diarrhea and abdominal pain. 
His diabetic history began in 1926, when glycosuria and 
hyperglycemia were discovered in the course of his treat- 
ment for an infected scalp wound. He was then 7 years 
of age. Insulin in small amounts was required to regulate 
his glycosuria soon after its discovery. Three years later 
he had scarlet fever, from which he recovered unevent- 
fully. Physical examination at that time revealed no ab- 
normalities unassociated with the acute exanthem. In 
March, 1931, he had been admitted to the hospital in 
acidosis, which was promptly relieved. With this there 
was a complaint of right abdominal pain and vomiting, 
which were attributed to the acidosis. Gastrointestinal 
X-ray examination at that time revealed no abnormality. 
The diet on discharge contained 112 gm. carbohydrate, 
66 gm. protein, and 99 gm. fat, giving a caloric content 
of 1,603 calories. The patient's diabetes was fairly well 
regulated with from 30 to 40 units of insulin, divided into 
two doses daily. 

Six months later (September, 1931) he was again admit- 
ted to the hospital in acidosis following an upper re- 
spiratory infection. His diabetes was more difficult to 
control during that entry. On a diet of 1,970 calories, 
composed of 150 gm. carbohydrate, 50 gm.’ protein and 
130 gm. fat, and while taking 15 units of insulin before 
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breakfast, 10 units before lunch and 15 units before supper, 
he showed marked glycosuria and acetonuria, irregularly 
interspersed with frequent, mild hypoglycemic episodes. 
At that time his liver was recorded for the first time as 
being palpable just below the costal margin. 

In the following month (October, 1931) he returned 
to the hospital with an upper respiratory infection and a 
mild acidosis. The acidosis was easily overcome, but the 
subsequent control of glycosuria and acetonuria was ir- 
regular on the above diet and insulin (25-5-20). The fast- 
ing blood sugar (venous blood) averaged during that 
entry about 250 mg. per cent. The blood cholesterol was 
115 mg. per cent at a single determination. 

During November while at home it was noticed that 
his abdomen was becoming increasingly distended, and 
he experienced several attacks of generalized abdominal 
pain with an associated diarrhea lasting from 1 to 3 days. 
His weight, which previously had averaged 75 lb., was 
69 Ib. in November and 80 Ib. at the time of his readmis- 
sion to the hospital on December 8, 1931. 

Physical examination at this time showed a_ well- 
developed and nourished boy with essentially normal 
physical findings except for the abdomen, which was pro- 
tuberant in the epigastrium, where there was slight ten- 
derness. The edge of his liver was felt 5 cm. below the 
costal margin in the mammary line. It was smooth and 
was not tender. Temperature, pulse and respirations 
were normal. His blood pressure was 110 systolic, 85 

ic. 

Laboratory examinations on December 8 and 9 showed 
a normal red blood-cell count and hemoglobin. The white 
blood cells numbered 7,200 per cu. mm, with 76 per 
cent polymorphonuclear neutrophils and 24 per cent 
lymphocytes. The blood sugar (not fasting) was 480 mg. 
per cent and the nonprotein nitrogen 30 mg. per cent. 
Urinalysis was normal except for sugar and acetone. Re- 
peated stool examinations done on mushy specimens of 
normal color showed no gross or occult blood. X-rays 
showed no cardiac enlargement. Gastro-intestinal x-rays 
showed a narrow duodenal cap. 

veloped clinical acidosis with associated hyperpnea, 
drowsiness and vomiting. This was relieved by the fre- 
quent administration of insulin and glucose by mouth and 
by vein. He was given a diet of 175 gm. carbohydrate, 
70 gm. protein and 60 gm. fat (1,520 calories), and insulin, 
which was i from 30 to 50 units before breakfast, 
from 15 to 25 units before supper and from none to 25 
units at 10 p. m., when 10 gm. of his carbohydrate allot- 
ment was given. On this regime he frequently showed 
glycosuria and acetonuria without regularity and experi- 
enced occasional mild hypoglycemic reactions. His fasting 
blood sugar varied from 280 mg. to 570 mg. per cent. 

He continued to have mild abdominal pein, and his liver 
increased in size until January, 1932, when it extended 
downward to the level of the umbilicus in the mammary 
and wes the of tha midline Tee 
was palpable on inspiration. There were signs of free 
fluid in the peritoneal cavity, and jaundice was noted. On 
January 4 the icteric index of his serum was 40 units. The 
ane eons nitrogen was 20 mg. per cent. At this 
time was running an temperature up to 
100°F. on several occasions. 

On the evening of January 4 he received 25 units of 
insulin with 100 gm. orange juice, and on the following 
morning was given an intravenous injection of glucose 
solution with insulin preparatory to operation. Just pre- 

On January 5 Pug A exploratory laparotomy revealed 
some amber fluid in the peritoneal cavity. The liver was 
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markedly enlarged, dark purplish-red in color, smooth 
in contour and of essentially normal consistence. The 
capsule was thin. The gall bladder was not remarkable 
and no biliary obstruction was demonstrated. The spleen 
was slightly enlarged. A piece of tissue was taken from 
the edge of the right lobe of the liver for pathological 
examination. This specimen was pale-brown in color with 
some pinpoint, bright-red areas scattered over the cut sur- 
face. A quantity of blood oozed from the cut surface. 

Microscopic examination of a section of this tissue 
stained with Best's carmine showed essentially normal 
liver structure with a tremendous amount of intracellular 
glycogen. The nuclei contained no glycogen, and there 
were but small amounts scattered about in the connective 
tissue. There were no vacuoles present to indicate the 
increase in fat deposits that is considered a characteristic 
of diabetes, and to which the large liver of juvenile dia- 
betics is usually attributed. 

Recovery from the operation was uneventful. The 
jaundice subsided in the course of a week. The usual 
difficulties in regulating the diet and insulin were ex- 
perienced just as before the operation. 

One year later the boy was again admitted to the hos- 
pital in acidosis. At that time the liver was felt extending 
to the level of the umbilicus, but. there was no jaundice. 
After recovery from acidosis he was maintained on a daily 
dosage of about 60 units of insulin. Two years after 
the operation the liver was not palpable and his insulin 
requirement had dropped to 30 units daily with a diet of 
150 gm. carbohydrate, 70 gm. protein and 60 gm. fat 
(1,420 calories). In general the regulation of his diabetes 
during that year was more satisfactory than previously 
although he showed frequent glycosuria and acetonuria. 
Subsequently his diabetes has been severe and usually 
difficult to regulate, although his liver has not again be- 
come enlarged. 

DISCUSSION 


There are unquestionably cases of diabetes mel- 
litus whose hepatomegaly is attributable to causes 
other than excessive glycogen in the liver cells. 
In this case, however, the only morphologically 
demonstrable cause of the hepatic enlargement and 
jaundice was a tremendous increase of glycogen 
deposited in the liver, and it seems probable that 
a similar but less extreme condition explains the 
hepatomegaly in a considerable group of such dia- 
betics. This would argue that there was but little 
or no loss in the glycogenic function of the liver but 
that for some reason glycogenolysis was inhibited. 
Such a supposition is in line with White's’ belief 
that in the liver of diabetics there is an abnormal 
storage of glycogen rather than a depletion of this 

ce, and explains many of the irregularities 
in this patient’s diabetes and indeed in the irregu- 
larities encountered in treating many severe dia- 
betics. The patient’s frequent hypoglycemic reac- 
tions may possibly be explained by the laying down 
of hepatic glycogen, which, owing to some 
mechanism, was not readily available for conver- 
sion to glucose. Helmreich and Wagner® inter- 
ed the hypoglycemic reactions in their dia- 
ic child with hepatomegaly as being due to a 
loss of glycogenic function and resultant reduced 
glycogen stores of the liver. In our case the patho- 
logical findings suggest that the difficulty lay in 
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impaired glycogenolysis rather than in any impair- 
ment of the glycogenic function of the liver. 

The overnight rise of blood sugar shown by 
many severe diabetics may be explained by a sim- 
ilar but less extreme mechanism of delayed glyco- 
genolysis: glycogen, laid down in the liver of such 
a patient through the day under the influence of 
insulin and diet, for some unknown reason is re- 
leased. as the process of glycogenolysis becomes ac- 
tive during the night and, unless checked by in- 
sulin, continues to pour glucose into the blood 
stream with a resultant hyperglycemia. It remains 
for further investigations to prove the validity or 
error of this suggestion. 


It is a common experience for diabetics to show 
ketonuria without glycosuria, especially after re- 
covery from coma. Peters® explains this as being 
due to the removal of circulating glucose for stor- 
age in the diabetic organism without sufficient 
amounts being oxidized to protect against ketone 
formation. The amount of glucose laid down as 
glycogen in the liver of our patient must have been 
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tremendous. In the process of this glycogenesis 
much glucose was kept from oxidation, with the 
consequent development of ketosis. It is certain 
that this patient showed a far greater tendency to 
ketonuria than is usual even in the majority of 
severe diabetics. It is possible that the increased 
capacity of the liver for storing glycogen was a 
factor. 
SUMMARY 


1. A case of diabetes mellitus, hepatomegaly and 
jaundice is reported and discussed. 


2. Biopsy of the liver of this patient showed 
large amounts of intracellular glycogen. 
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Founpvep sy Ricnarp C. Casot, M.D. 


Tracy B. Matiory, M.D., Editor 


CASE 23411 
PRESENTATION OF 


_ A thirty-nine-year-old Negro cook was admitted 
complaining of failing vision. 

For about twenty-five years the patient had had 
severe occipital headaches which were present when 

arose in the morning and subsided spontancous- 
ly before noon. During the preceding five weeks 
he took a saline cathartic daily, and the headache 
disappeared. For two years, with increase in se- 
verity during the last eight months, he had attacks 
of nocturnal palpitation, eructation and sensations 
of suffocation necessitating arising from bed for 
relief. During the three months preceding entry 
he had frequent sensations of epigastric fullness 
and palpitation after meals, and for two months 
his vision became progressively poor. There was 
nocturia of one or two times for two years, but 
for the six weeks before admission this had in- 
creased to from eight to ten times. On two occa- 
sions after a hard day's work he noted consider- 
able swelling of the ankles. There were dyspnea 
on exertion, dizzy spells and some insomnia for 
several weeks. For a few weeks before admission 
he vomited occasionally in the morning and had 
frequent cramps and numb sensations in the toes. 


He had had typhoid fever in early youth and 
had sinusitis for years. At the age of twenty-one 
he had a chancre for which he received “injec- 


tions.” 


Physical examination showed a fairly weli-devel- 
oped but undernourished man with some euphoria. 
The mucous membranes were pallid. Both pupils 
were ovoid, the right being larger than the left. 
They reacted to distance, but not to light. Bilateral 
papilledema, many hemorrhages, exudates and star 
figures in the region of the maculae were noted. 
The lungs were clear, and the heart by percussion 
was within normal limits. Pregystolic and systolic 
murmurs were audible at the apex. The second 
aortic sound was booming in character, and the 
peripheral arteries were pipestem in consistence. 
The blood pressure was 250 systolic, 160 diastolic. 
The knee jerks were sluggish, the left being more 
evident than the right. The ankle jerks were 
absent, and the Romberg sign was positive. 


The temperature was 98°F., the pulse 110. The 
respirations were 20. 
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Examination of the urine showed a maximum 
concentration at a specific gravity of 1.010. There 
was a trace of albumin, and the sediment contained 
many white blood cells and an occasional cast. No 
red blood cells were seen in any of the specimens 
except one, which was grossly bloody. A stool ex- 
amination was negative. The blood showed a red 
cell count of 4,900,000, with a hemoglobin of 50 per 
cent. The white cell count was 7,000, 66 per cent 
polymorphonuclears. A blood Hinton test was 
positive, but a Wassermann test was weakly posi- 
tive. The serum protein was 5.4 gm. and the 
nonprotein nitrogen 43 mg. per cent. A lum- 
bar puncture showed an initial pressure of 300 
mm., and after 12 cc. of colorless fluid was re- 
moved the pressure was 150 mm.; no cells were 
found. An ammonium sulfate test on the’ fluid 
was slightly positive, and an alcohol test nega- 
tive. The spinal fluid protein was 46 mg., and 
the Wassermann test moderately positive. The 
colloidal gold curve was 4443321000. 

An x-ray examination of the chest showed that 
the diaphragm was in the usual position but the 
right leaf was somewhat irregular in outline. The 
pulmonary markings were moderately increased 
and extended downward from the hilus toward 
the right base. The lung fields were otherwise 
clear. There was definite left ventricular enlarge- 
ment, and the aorta appeared somewhat dilated 
and tortuous. Films of the sinuses were negative. 

On the fourth day he became slightly nauseated. 
Three days later without premonitory signs he 
suddenly coughed up about 100 cc. of pure blood. 
At this time the nonprotein nitrogen was 72 mg., 
and the uric acid 7.8 mg. per cent. He became 
progressively weaker, rather drowsy and developed 
severe headache. At the end of two weeks he de- 
veloped signs of pulmonary edema and had frank 
hemoptyses for several days. On the fifteenth day 
the nonprotein nitrogen was 220 mg., and shortly 
afterward, fine, powdery crystals began to appear 
on the skin of his face and shoulders. These rap- 
idly increased in amount. He became comatose 


and died on the nineteenth hospital day. 


Dirrer—entiaL Diacnosis 


Dr. F. Dennetre Avams: “For about twenty- 
five years the patient had had severe occipital head- 
aches which were present when he arose in the 
morning and subsided spontaneously before noon.” 
That is an unusual story. I think it is safe to say 
that the most common cause of occipital headache, 
if it is really a headache, is posterior sinus infec- 
tion, but that should not last for twenty-five years. 
Chronic arthritis of the spine will do it, too. 

“For two years, with increase in severity during 
the last eight months, he had attacks of nocturnal 
palpitation, eructation and sensations of suffocation 
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necessitating rising from bed for relief.” That is 
certainly a cardiac story, the only other possibility 
being asthma, which seems unlikely because the 
asthmatic usually does not get palpitation. 

The epigastric fullness after meals and the pal- 
pitation suggest the possibility of coronary disease, 
because a full meal often has much the same effect 
as exertion upon a patient with coronary disease. 

Headache and loss of vision would suggest the 
possibility of brain tumor, but twenty-five years is 
too long a duration. Again, we should think in 
terms of nephritis with hypertension, but my ex- 
perience with headache in hypertension is that the 
tension has to be very “hyper” to produce head- 
ache. I am never satisfied with headaches due to 
a pressure of 160 systolic, 90 diastolic, though they 
are common with 250 systolic, 160 diastolic. 

“At the age of twenty-one years he had a chancre 
for which he received ‘injections.’ ” I mentioned 
some time ago the possibility of headache being 
due to sinusitis. Persistent headache may also 
be due to syphilis. 

“Both pupils were ovoid, the right being larger 
than the left. They reacted to distance but not to 
light.” It does not give their size. The typical 
Argyll Robertson pupil is a small pupil that reacts 
to distance and not to light. On the other hand, 
that term is now used to include almost any pupil 
that fails to react to light and does react to distance. 
The true Argyll Robertson pupil is associated with 
tabes and practically no other condition. 

This man has had cardiac symptoms. If he has 
tabes, which seems likely on the basis of the past 
history, plus the pupils, we shall have to look out 
for aneurysm or syphilitic aortitis because they fre- 
quently occur together. One cannot exclude that 
possibility at this stage of the game. 

course a presystolic murmur at the apex is 
characteristically a murmur of mitral stenosis. The 
record does not say whether it is rumbling or blow- 
ing. The presence or absence of a thrill might 
help. If it was a blowing presystolic murmur one 
could conceive that it was referred from the base 
and was due to an aortic lesion. If he had an aortic 
leak he ought to have a lower diastolic pressure, 
however, than 160. So presumably this presystolic 
murmur is not the murmur of an aortic lesion. 

Examination of the urine showed a maximum 
concentration of 1.010, It might be interesting to 
know whether this was a catheter specimen so that 
we could rule out the possibility that the pus was 
coming from the prostate. I think it is fair to 
guess that it probably was not. To back up the 
failure in concentration we find that he had a sec- 
ondary anemia, and during his hospital stay there 
was a progressive elevation of the nonprotein ni- 
trogen. There can be no reasonable doubt that he 
has nephritis, and in view of the ophthalmologic 
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findings, we can attribute all his eye symptoms 
to it. 

The colloidal gold curve of the spinal fluid is 
definitely abnormal. That supports the absent knee 
jerks and the pupillary abnormalities, and makes 
us certain that he had neurosyphilis. 

According to the x-ray film he certainly has left 
ventricle enlargement, though they failed to make 
it out on clinical examination. The aortic knob 
is fairly prominent but that is more apt to be as- 
sociated with hypertension than with syphilitic 
aortitis. Here is a lateral film after the patient 
had been given barium. If there was any lesion 
in the aorta it would show up by deforming the 
esophagus. 

“On the fourth day he became slightly nause- 
ated.” He may have been getting a great deal of 
digitalis. On the other hand it may have been 
due to the rise in nonprotein nitrogen since he is 
obviously going into uremia, and the final appear- 
ance of a uremia “snow” is one of those classical 
signs which one often reads about but rarely sees. 

The diagnoses on this case seem to be fairly 
apparent: hypertension, chronic nephritis and ure- 
mia, and in addition, tabes dorsalis based on old 
syphilis acquired in youth. He died of uremia. 
Has he pericarditis? Has he colitis? We have no 
evidence for them but cannot rule them out. Has 
he syphilitic aortitis? With that pressure and with 
no mention of diastolic murmurs there is certainly 
no evidence of it. There is nothing to make one 
suspect that he has coronary orifice involvement. 
I believe he had chronic nephritis, hypertension, 
tabes dorsalis and uremia. 
Tracy B. Mattory: What kind of neph- 
ritis? 

Dr. Avams: Of course it could be nephritis 
secondary to a malignant hypertension, or it could 
be chronic glomerulonephritis; but I think with 
this story it will prove to be a vascular type of 
nephritis. 

A Puysician: Could a localized syphilitic men- 
ingitis account for the headaches? 

Dr. Avams: Syphilitic meningitis could not last 
so long. 

Dr. Matrory: What size are the kidneys going 
to be? 

Dr. Apams: I think that we shall have to say 
that he has small kidneys. . 

Dr. Martory: How small? Normal kidneys 
would be about 325 gm. 

Dr. Avams: I should say 150 to 200 gm. 


Cunicat DiaGNoses 


Malignant hypertension. 
Chronic vascular nephritis. 
Uremia. 
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Dr. F. Dennetre Apams’s DiacNnoses 


Chronic vascular nephritis. 
Hypertension. 

Uremia. 

Tabes dorsalis. 


Anatomic 


Nephritis, chronic vascular, malignant. 

Cutaneous deposition of urea crystals. 

(Uremia.) 

Colitis, acute (uremic). 

Bronchopn ia, bilateral, lower lobes. 

Pulmonary edema, bilateral. 

Pulmonary congestion, bilateral. 

Cardiac hypertrophy, hypertensive type. 

Arteriosclerosis, generalized: moderate, aortic, 
coronary and cerebral. 

Parathyroid hyperplasia. 

Cystitis, acute catarrhal. 

Prostatic hyperplasia. 


PatuHo.ocicat Discussion 


Dr. Matiory: I have to confess that the pa- 
thology department slipped in this case. The house 
officer forgot to mention the possibility of lues 
on the discharge note, and as a result we did 
not do the spinal cord. If we had read the his- 
tory through before the autopsy, as we ordinari- 
ly do, I believe we should have picked it up. So 
we cannot check the tabes, although there is not 
the slightest doubt but that he had it. 

His kidneys were smaller than normal; the pair 
weighed about 220 gm. With chronic glomerulo- 
nephritis lasting for years one would assume, if 
we can take all this story at face value, that it 
would have produced a much greater degree of 
renal destruction by that time. I should expect 
him to have not more than 100 gm. of kidney tis- 
sue left if he had had twenty years of progressive 
glomerular nephritis. In my experience, true vas- 
cular nephritis, the type we see secondary to ma- 
lignant hypertension, very rarely lasts long enough 
to produce a great deal of renal destruction. The 
kidneys are usually smaller than normal but tend 
to run somewhere between 200 and 250 gm. in 
weight. If a pair of kidneys are much below 200 
gm. I begin to get suspicious that it is not vascu- 
lar nephritis but the end result of some lesion long 
in the past which destroyed a good deal of the 
kidney substance. There is nothing to suggest 
that here. The lesions are perfectly typical of the 
rapidly progressive type of vascular nephritis which 
corresponds with the clinical entity of malignant 
hypertension. 

He had a greatly hypertrophied heart. He did 
not have pericarditis. He did have a uremic co- 
litis and slightly enlarged parathyroids, about 50 
per cent above normal size. 
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A Puiysictan: Was the aorta normal? 

Dr. Matiory: It showed arteriosclerosis but 
soning that we could consider evidence of syph- 
ilis. 

A Puysictan: Was there any enlargement of 
the pelves of the kidneys? . 

Dr. Martory: No; he had a considerably en- 
larged prostate and a little cystitis. 

A Puysician: Did the heart valves show any- 
thing? 

Dr. Mattory: No. The brain also was nega- 
tive except for patches of atheroma in the larger 
arteries at the base. 


CASE 23412 
PRESENTATION OF CAsE 


A forty-six-year-old Canadian housewife was ad- 
mitted complaining of swelling of the neck and 
nervousness. 

About fifteen years before entry the patient had 
noted swelling in the anterior portion of her neck. 
This gradually increased in size and was associ- 
ated with increasing nervousness, palpitation and 
loss of weight. Six years before entry here she en- 
tered a hospital where a “cystic thyroid gland” was 
removed, and at the same time some lymph nodes 
in the neck were resected. After histologic ex- 
amination these were said to be tuberculous. At 
the time of this operation her basal metabolic rate 
was +1 per cent. Three months after her opera- 
tion the patient noted swelling at the operative 
site. This progressed steadily throughout the en- 
suing years and was accompanied by tenderness 
and an uncomfortable ache in the postcervical re- 
gion, although no severe pain occurred. The dis- 
comfort caused slight limitation of neck movement. 
There was no dysphagia, cough or hoarseness. 
The swelling was rather firm, and on the right side 
of the neck it appeared to be lumpy in character. 
During the interval between her operation and en- 
try to this hospital there was no tremor of the 
hands and no excessive perspiration, but there were 
nervousness, quivering of the muscles of the arms, 
and frequent palpitation. Her weight five and a 
half years ago was 102 lb. Subsequently it rose 
to 130 but at the time of entry was 111. During 
the month preceding entry there was some decrease 
in nervousness and an increase in appetite, and dur- 
ing this month despite a previous weight loss there 
was a gain of 8 lb. For about a year the patient 
had noted a mass in her right lower quadrant 
which was painless but had grown considerably 
during this time. This was lumpy and had reached 
such a size that she attributed her gain in weight 
to it. There was no dyspnea or gastrointestinal or 


genitourinary symptoms. 
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Twelve years ago a bilateral simple mastectomy 
had been performed at another hospital because 
of multiple masses which appeared in both breasts. 


Physical examination showed a rather thin 
woman in no discomfort. The heart and lungs 
were negative. The blood pressure was 110 sys- 
tolic, 60 diastolic. There were several small scars 
of previous operations upon the neck. The left 
lobe of the thyroid was enlarged, soft and nodular 
in character. The isthmus and right lobe appeared 
to be likewise enlarged, firm and nodular, and 
there was one hard, tender mass behind the right 
sternomastoid muscle. Another hard, tender nod- 
ule was palpable close to the upper pole of the 
right lobe of the thyroid. A fine tremor of the 
hands was noted, and there was definite lidlag al- 
though no record of exophthalmos was made. A 
large, nodular, firm, moderately tender mass was 
palpable in the right lower quadrant. This was 
attached to the cervix of the uterus and moved 
with it. The knee jerks were not obtained. The 
Babinski sign was not present. 

The temperature, pulse and respirations werc 
‘normal. 


Examination of the blood showed a red cell 


count of 3,500,000, with a hemoglobin of 66 per 


cent. The white cell count was 5,800, 66 per cent 
polymorphonuclears, 15 per cent lymphocytes and 
19 per cent monocytes. A blood Hinton test was 
negative. A single basal metabolic determination 
gave a rate of +16. 

An x-ray of the chest showed that the trachea 
was displaced toward the right and backward in 
the region of the thyroid. There were areas of 
calcification within the thyroid. The chest was 
asymmetrical, the left lung being larger than the 
right, but the lung fields were essentially clear. The 
heart was not enlarged. 

On the second hospital day a biopsy of a cervical 
node was performed. Four days later a subtotal 
thyroidectomy was done. 


DirrerentiaL Dyacnosis 


Dr. Jacop Lerman: The reference to a swelling 
in the anterior portion of the neck is vague, but 
the record of the first operation makes it clear that 
both a goiter and enlarged cervical lymph nodes 
must have been present. 

When one considers thyroid swellings the fol- 
lowing possibilities should come to mind: (1) 
simple colloid goiter, which is a bilateral diffuse 
swelling, soft in consistence; (2) toxic goiter, 
which may have a diffuse gland or a nodular 
gland (in either case there will be symptoms of 
hypermetabolism and there may be associated char- 
acteristic eye signs); (3) nontoxic nodular goiter, 
without symptoms of hypermetabolism, in which 
the nodules may be single or multiple and may be 
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colloid in character or true adenomas in the sense 
of neoplasms; (4) carcinomas of the thyroid, 
which may be solid carcinomas or papillary cyst 
adenocarcinomas; (5) thyroiditis, which may 
acute or chronic, the former usually being uni- 
lateral and associated with swelling, pain, tender- 
ness and other evidence of inflammatory reaction, 
and the latter being nontender, diffuse, hard, in- 
filtrating surrounding structures and _ producing 
marked pressure symptoms; (6) lymphomas of 
the thyroid, as distinguished from lvmphomas of 
the surrounding lymph nodes, which do occur but 
which are rare; (7) anomalies of the thyroid, such 
as thyroglossal cyst, lateral aberrant thyroid or 
substernal thyroid. We are not concerned here 
with the anomaly of a lingual goiter. 


The reference to the cystic thyroid gland which 
was removed indicates that either part of or the 
entire gland had undergone colloid degeneration. 
This does not necessarily differentiate toxic and 
nontoxic goiter, because nodular goiter with hy- 
perthyroidism can have such cystic nodules, where- 
as the surrounding tissue is hyperplastic. On the 
other hand a basal metabolic rate of +1 is fairly 
strong evidence against the presence of thyrotoxi- 
cosis at that time. This must be qualified with a 
knowledge of whether the patient had received 
iodine. Such information is not available here. 
Under certain conditions a +1 rate may repre- 
sent a degree of toxicity which can only be discov- 
ered or proved by a therapeutic test with iodine. If 
administration of iodine causes a further drop in 
metabolism, say to —15, then it is strong evidence 
that thyrotoxicosis is present. 

The recurrence of gland tissue at the site of oper- 
ation suggests that the original swelling was either 
malignant or hyperplastic. Many of the malig- 
nant thyroids recur soon after operation. Simi- 
larly, in hyperthyroidism there is a recurrence of 
growth, in from 10 to 20 per cent of all cases, de- 
pending upon various factors, among which the 
most important ones are the age of the patient, 
the persistence of the underlying pathogenic fac- 
tors, and the ability of the surgeon to remove a 
maximum amount of thyroid tissue without pro- 
ducing myxedema. Nontoxic nodular goiters sel- 
dom recur. If there is recurrence it suggests the 
presence of adenomas. Chronic thyroiditis or 
Hashimoto’s struma sometimes recurs, but with 
no degree of regularity. The presence of tender- 
ness, pain and limitation of neck motion would 
argue for malignancy, because such symptoms are 
only rarely produced by the recurrence of hyper- 
thyroidism. The absence of pressure symptoms, 
such as coughing, hoarseness and dysphagia, and 
we might add choking sensation, is very impor- 
tant evidence against certain conditions, especially 
malignancy. 

In summarizing the symptomatology, the ab- 
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sence of toxicity is equivocal. First, there is weight 
loss, nervousness and palpitation, but no tremor 
of the hands nor excessive perspiration. The sub- 
sequent gain in weight with the recurrence is evi- 
dence against hyperthyroidism. Usually the hyper- 
metabolism of thyrotoxicosis produces weight loss. 
The symptoms that were present might have been 
due to hyperthyroidism or simply incidental to a 
patient with nervous manifestations. If, in addi- 
tion, there had been excessive perspiration, tremor, 
emotional upsets, diarrhea and vomiting, then the 
case for hyperthyroidism would be strong. 

On physical examination we have evidence of 
enlargement of the thyroid. The actual size, how- 
ever, is not given. The left lobe is described as 
soft and nodular in character. Malignant nodules, 
metastatic nodules and adenomas are usually firm 
or hard. Softness suggests a cyst. One must not 
take this to mean that all cystic nodules are soft, 
because a cystic nodule under fluid tension is hard. 
Taking the description at its face value we can 
say that these were cystic nodules. 

In examination of the thyroid gland certain 
characteristics should be known. We ought to 
know the size of the gland, whether it is symmetri- 
cally involved, and the consistence of the gland, 
that is, whether it is soft, firm or hard. If the 
gland is bilaterally enlarged and soft, the lesion is 
practically always a simple colloid goiter; if it is 
bilaterally enlarged and firm, it usually means hy- 
perthyroidism. A hard gland bilaterally enlarged 
is due either to malignancy or to chronic thy- 
roiditis. The presence of nodules is important, as 
well as the mobility of the gland and its attach- 
ment to the surrounding structures. A gland may 
be fixed to the surrounding structures either by 
the fibrous tissue of chronic thyroiditis or by in- 
vasion of malignancy. Finally, the presence of 
tenderness is important, as is the presence or ab- 
sence of bruit. There is no mention made here of 
a bruit. The presence of a bruit is a strong indi- 
cation for hyperthyroidism; on the other hand, its 
absence does not help in differential diagnosis. 

The eye signs are equivocal. There is lidlag but 
no record of exophthalmos or stare. There are 
some thirty eye signs described in the literature, 
which are said to be characteristic of exophthalmic 
goiter. Of these, the important ones for practical 
purposes are exophthalmos, lidlag, stare and pal- 
pebral edema. 

There is no description of the skin. The skin 
is an important organ in the diagnosis of hyper- 
thyroidism. The presence of a warm moist skin 
is characteristic of thyrotoxicosis, although the 
absence of such a skin does not rule it out. A 
cold clammy skin is very strong evidence against 
hyperthyroidism. The absence of cardiac signs, 
such as a rapid forceful heart beat, is again evi- 
dence against hyperthyroidism. The knee jerks 
were not obtained in this case, whereas the knee 
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jerks with hyperthyroidism are usually hyperac- 
tive. 

It is impossible to make an accurate diagnosis 
of the abdominal mass from the description alone, 
but everything fits uterine fibroid best. The only 
evidence against it is the tenderness, which is not 
common in fibroids except where there is necrosis 
in the center of the tumor. 

In summarizing the physical examination one 
can say that we are dealing with a gland which is 
not. hyperfunctioning, in spite of the suggestive 
evidence obtained from the history. 

Laboratory examination revealed a moderate 
anemia and a relative monocytosis. Anemia di- 
rectly due to thyroid disease is common in malig- 
nancy of the thyroid or in some cases of chronic 
thyroiditis. In the latter it is the associated myx- 
edema, frequently present, which is the cause of 
the anemia. Anemia is not a common finding in 
hyperthyroidism. On the other hand it might be 
due to some associated condition. The data re- 
garding the basal metabolism are inadequate. Basal 
conditions are often not achieved on the first test, 
and I should not consider a single figure of +16 
to be confirmatory of hyperthyroidism. It does, 
however, rule out myxedema. 

The displacement of the trachea to the right is 
apparent in these x-ray films. The distance of the 
displacement is considerable. Any asymmetrical 
goiter can displace the trachea laterally so long as 
the trachea is freely movable. This is particularly 
true of nodular goiter with or without toxicity, 
though even diffuse exophthalmic goiter can do 
the same thing when there is a downgrowth into 
the mediastinum on one side only. Chronic thy- 
roiditis rarely displaces the trachea laterally. Other 
goiters displace the trachea both laterally and pos- 
teriorly toward the vertebral column, narrowing 
the space between the trachea and the vertebrae. 
Some glands grow posteriorly behind the trachea 
and displace it forward, and others constrict the 
lumen of the trachea, such as those with chronic 
thyroiditis or malignancy. In this case there is no 
evidence of substernal growth, and there is noth- 
ing in the mediastinum itself. 

I should comment at this point on the absence 
of pressure symptoms in spite of the obvious dis- 
placement of the trachea. Usually one would ex- 
pect pressure symptoms with this degree of dis- 
placement, regardless of the type of goiter produc- 
ing the displacement. With rapidly growing car- 
cinoma, pressure is nearly always present. On the 
other hand in the more slowly developing nodular 
goiters or adenomas or cyst adenomas the patient 
may adjust himself to the displacement and not 
have any subjective pressure sensations. Also 
note the calcification in the region of the thyroid, 
suggesting a slowly growing process which has un- 
dergone degeneration. This is usually found in 
nontoxic colloid goiter, not infrequently in malig- 
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nant goiters and very rarely in exophthalmic goiter. 
I am referring here not to the rapidly growing 
malignant thyroids but to the so-called malignant 
adenomas and the papillary cyst adenocarcinomas, 
which are more slowly growing. There is a tend- 
ency to say that calcification rules out carcinoma, 
but this in our experience is not true. 

I am not clear as to why they did a biopsy. The 
examiner was probably impressed by the nodules 
he felt in the right side of the neck. The descrip- 
tion suggests either tuberculosis or malignancy. 

Dr. Castiteman: The biopsy from 
the cervical nodes showed tuberculosis. 

Dr. Lerman: In summary, as I said before, the 
symptoms are suggestive of toxic goiter, but there 
are no signs to fortify the symptoms of nervous- 
ness, palpitation and loss of weight. The metabo- 
lism probably was not basal. Consequently the 
condition does not seem to me to be one of toxic 
goiter. So far as malignancy is concerned, I have 
already mentioned that the lesion was too slowly 
growing with no pressure symptoms and that the 
consistence was not characteristic, that is, there 
were no stony hard nodules nor infiltration of or 
attachment to the surrounding structures. The 
only thing that suggested malignancy was pain 
in the back of the neck, such as one gets with 
encroachment on the nerve plexus producing back 
pain; but a malignant gland that produced such 
a symptom would show other signs of malig- 
nancy. There would have been evidence of in- 
volvement of the recurrent laryngeal nerve, pro- 
ducing hoarseness during the period of six vears 
of recurrence. Pain in malignancy is usually a 
late affair, and evidence of malignancy is obvious. 
Only one type of malignant tumor of the thyroid 
can be as slowly growing as described here, and 
that is papillary cyst adenoma. Because of the 
asymmetry of the gland, the displacement of the 
trachea, the absence of pressure symptoms, and the 
absence of the characteristic, hard infiltrating gland, 
the diagnosis of thyroiditis obviously can be dis- 
posed of. If myxedema were present, it would be 
almost conclusive evidence that this was chronic 
thyroiditis. But the absence of myxedema does 
not help in differential diagnosis. This applies to 
either Riedel’s struma or the Hashimoto tumor 
(struma lymphomatosa). Tuberculosis and syphi- 
lis of the gland occur with such rarity that they 
may be disregarded. For some reason the thyroid 
is resistant to tuberculous infections, even in gen- 
eralized systemic tuberculosis. Chronic thyroiditis 
may rarely be due to yeast organisms, but when 
it is, the lesion is suppurative in character. It seems 
to me that most of the findings point to a nontoxic 
nodular goiter, slowly growing, not producing pres- 
sure symptoms and becoming calcified. The single 
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hard nodule in the right lobe suggests either fetal 
adenoma or a cystadenoma. In addition there is 
present tuberculosis of the lymph nodes and a 
fibroid of the uterus. 

I should assume that the operation was done be- 
cause of the displacement of the trachea, suggest- 
ing that compression would eventually develop, 
and as a prophylactic measure against the develop- 
ment of malignancy in a nodular goiter. 


Cumtcat 


Nodular goiter. 


Dr. Diacnoses 


Nontoxic nodular goiter, left. 

Fetal adenoma or cystadenoma, right? 
Tuberculous lymphadenitis. 
Leiomyoma uteri. 


Nodular colloid goiter (struma nodosa micro- 
et macrotolliculare), left. 

Fetal adenoma, right. 

Tuberculous lymphadenitis. 

Leiomyomata uteri. 


Discussion 


Dr. Castteman: At operation the large mass 
of tissue on the left showed multiple nodules of 
colloid goiter with numerous foci of cystic degen- 
eration and of calcification. The picture was one 
which seems to be adequately explained by Ma- 
rine’s theory of hyperinvolution, presumably fol- 
lowing some far distant stage of hyperplasia, and 
was not in the least suggestive of neoplasm. No 
foci of hyperplasia could be found, so that Dr. 
Lerman’s opinion that the patient was not thyro- 
toxic is substantiated. 

On the right side of the gland —the site of the 
previous operation —the situation was somewhat 
different. Two discrete nodules were found at 
this point, one cystic and essentially similar to the 
material in the left lobe, the other solid, encapsu- 
lated, paler, firmer and less translucent than the 
other tissue. On microscopic examination the lat- 
ter showed a few well-differentiated acini of about 
normal size and colloid content, many minute 
acini with lumina containing little or no colloid, 
and finally, strands and solid cords of cells with 
no acinar differentiation whatever. The small fol- 
licles tend to be widely separated from one another 
and to be embedded in a very homogeneous acid- 
ophilic stroma which stains so intensely with eosin 
that one might easily imagine that the colloid 
had escaped into the stroma. Nodules of these 
minute follicles are commonly found in endemic 
colloid goiters and, since they slightly resemble 
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fetal thyroid tissue, have often been called in this 
country fetal adenomas. Exhaustive research, how- 
ever, has failed to develop any reliable evidence 
that they arise from fetal rests, and the term is 
probably a misnomer. The Germans have wisely 
restricted themselves to a purely descriptive termi- 
nology, which implies no theory of origin, and call 
them simply “struma nodosa microfolliculare.” 
In this country fetal adenoma is also used to 
cover the nodules with solid cords and little or no 
acinar differentiation. » are 
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much greater significance. We can hardly doubt 
that here we are dealing with a true neoplasm 


_ since nodules of this type may give rise to metas- 


tases. In the present case I feel we must believe 
that a neoplastic process has started. It is one which 
might conceivably progress to frank malignancy, 
and its removal at this time was a valuable pro- 
phylactic measure. 

Following her operation the patient went home 
for a month, then returned and a large fibroid 
uterus was removed without untoward incident. 
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SOCIAL WORKERS’ C.LO. 


In a recent release by the publicity department 
of the National Conference of Social Work it is 
announced that an address, entitled “Health In- 
surance in a National Health Program,” and deliv- 
ered before the annual meeting in Indianapolis 
this spring, won for John A. Kingsbury, of New 
York City, the annual Pugsley Award, given for 
the year’s outstanding contribution to the literature 
of American social work. 

The talk dealt with the needs of a comprehensive 
national health program for compulsory health in- 
surance. The majority of the quoted text in the 
release concerns unvarnished criticism of the atti- 
tude of organized medicine, particularly the Amer- 
ican Medical Association, toward compulsory health 
insurance. To quote: “ ‘Like certain other big 


business organizations, still endeavoring to defeat 
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other aspects of the New Deal program . . . the 
American Medical Association is exerting all its 
power to prevent compulsory health insurance from 
taking its proper place in the Social Security Act. 
So-called organized medicine is using every device 
known to pressure groups and politicians to preju- 
dice the country against a comprehensive national 
health program, and particularly against compul- 
sory health insurance.’” The release ends with the 
statement: ““The social workers must line up 
against the entrenched officers of organized medi- 
icine; they must align themselves beside the leaders 
of organized labor and beside the real leaders 
of the medical profession. Together with these 
groups the social workers of America can bring 
to pass a real national health program’” (italics 
ours). 

To accuse organized medicine of prejudicing the 
country against a comprehensive national health 
program is rank injustice. The health of civilized 
nations has been the care of the profession since 
the time of Hippocrates, although the problem was 
more individualistic up until recent years when 
communistic ideas became prevalent. 

It is true that organized medicine is opposed to 
compulsory health insurance in the usual form; 
and it should be — not only for its own good but 
for the good of the people. By far the majority 
of persons in the United States, particularly those 
in sections with an economic status equivalent to 
that of New England, receive adequate medical 
care. Those who are less fortunate include the 
indigent and the ignorant. Provisions for the care 
of the former and for the education of the latter 
seem far more important and timely than any com- 
pulsory health insurance plan. 

All-embracing policies are difficult to define and 
to manage, as the New Deal has already learned, 
much to its sorrow; expert opinions, much time 
and a process of ripening are prerequisites of suc- 
cess, and “half-baked” plans, no matter how ably 
conceived, are doomed to failure. If, after care for 
the indigent and ignorant has been provided, a 
more comprehensive program seems necessary, no 
single group will help more in its planning and 
strive more for its fulfillment than that of organ- 
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ized medicine. But, any such plan must be super- 
vised and controlled by the profession. Whatever 
pre-eminence the medical profession of this country 
has attained — and it must be acknowledged that 
United States physicians have contributed as much, 
if not more, to the progress of clinical, investigative, 
preventive and industrial medicine in the past 
twenty years than those of any other country — 
can be attributed to the personal independence of 
the physician working as an individual, not tolerat- 
ing mediocrity or regimentation. 

If the sentiment of social workers is truly repre- 
sented by the thoughts expressed in the prize speech 
referred to above, one might wonder why they 
do not organize under Mr. Lewis's banner. Of 
course, their knowledge of the more exact and 
even the broader aspects of medical problems is 
limited; but the present conception of the control 
of any undertaking seems to be that it should be 
under the leadership of the “worker,” regardless 
of his qualifications. 


MEDICAL ACTIVITIES OF 
YOUTH AGENCIES 


Durine the past year a committee of the Boston 
Health League has made a thorough study of the 
medical work of six Boston character-building 
agencies in order to determine their needs in this 
direction and what should be a reasonable scope 
for these activities. This committee has now sub- 
mitted its report. 

The agencies that were studied are the Boys’ 
Clubs of Boston, the Burroughs Newsboys’ Foun- 
dation, the Boston Young Men’s Christian Associa- 
tion, the Boston Young Men's Christian Union, 
the Boston Young Men’s Hebrew Association and 
the Boston Young Women’s Christian Association. 

Certain definite recommendations have come 
from this study, based on the premise that all the 
agencies except the Young Men’s Christian Union 
should continue and improve their diagnostic and 
educational medical programs. These recommen- 
dations do not include the Y. M. C. U. because of 
the age group served and the use made of its 
gymnasium facilities by other social agencies. 
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The policy that all new clients should be ex- 
amined within one month after joining the organ- 
ization, and before the physical facilities of the 
agency are used, is accepted. The completeness of 
this examination is stressed, and also the necessity 
of completing corrective medical work, if indicated, 
before the use of the agency is allowed, if the ex- 
amining physician so advises. 

Adequate follow-up examinations are urged, and 
the filing of records in such a way that they will 
be available for study. Attention is given to the 
personnel, which should consist of physicians and 
dentists who are members of their state societies, 
and it is recommended that these workers should 
be suitably recompensed for their services. 

Certain valuable studies that might be made are 
indicated — a study of the occurrence of upper re- 
spiratory infections among the users of swimming 
pools, and a program in the form of. tuberculin 
testing and the x-raying of reactors. 
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Cast History No. 41. rrom a Poryp at 
Eicut ann a Harte Montnus 


Mrs. M. L., white, aged thirty-five years, came 
to the office on a routine prenatal call on June 22, 
1936. She had had a painless discharge of red 
blood while at the toilet the morning before 
and had not reported it. There had been more 
bright red bleeding on the morning of her visit, 
although there had been no discharge of any 
kind in the interval. The amount of blood had 
been sufficient to stain the water in the toilet a 
deep red on both occasions. The patient was 
nearly eight months pregnant at the time. 

She had been seen first on February 5. Her last 
catamenia was on October 26, 1935. There was 
nothing in the family history that was relevant to 
the pregnancy. Whooping cough, chickenpox and 
mumps had occurred in childhood. Her tonsils 
had been removed, and she had had an amputation 
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of a tooth root on the upper right side. Three 
other teeth had had the nerves removed. These 
were said to show nothing remarkable on x-ray 
examination. She had had several attacks of con- 
junctivitis and some neuralgic attacks in her right 
shoulder. Attacks of palpitation had sent her to 
her medical consultant who had told her that 
there was nothing wrong with her heart. There 
was no history of cough, dyspnea or limitation of 
physical exercise. Her catamenia had been nor- 
mal with a regular twenty-eight-day cycle. 

At her first visit in February it was learned that 
this was her first pregnancy after nine years of 
marriage. The absence of children had been by 
choice. She had a real fear of going through preg- 
nancy, particularly labor. She had had only slight 
attacks of nausea with no vomiting in early preg- 
nancy and she had no complaints at the time. 

Physical examination showed a_ well-nourished 
woman of average height. Her tongue and mu- 
cous membranes were of good color; the hemo- 
globin was 90 cent. Her teeth were in good 
condition and well cared for. Her tonsillar fossae 
were clean and empty. Her breasts were normal 
in size, and the nipples protruded well. The heart 
showed no enlargement to percussion, and the 
sounds were normal except for a short, whistling 
systolic murmur, heard best in the aortic area. The 
chest showed normal expansion, the lungs were 
resonant throughout, and the breath sounds were 
normal. The abdomen showed a symmetrical 
mass extending half-way to the umbilicus. There 
was no tenderness at the costovertebral angles, over 
the appendix or in any other part of the abdomen. 
Her pelvic measurements were ample. Vaginal ex- 
amination revealed normal genitals; the perineum 
was thicker and firmer than normal. The smooth 
contour of the cervix was broken slightly on the 
right side, although there was no history of in- 
The uterus was symmetrically en- 

r 


At the four routine prenatal visits previous to 
the present illness her blood pressure had ranged 
between 110 systolic, 60 diastolic and 118 systolic, 
70 diastolic. All urine examinations showed no 
abnormal constituents. 


At the visit on May 4 she complained of sharp, 
cramp-like pains in both lower quadrants. There 
had been slight pitting edema of the lower leg at 
every visit except the first. Up to the time of her 
visit on June 22, pregnancy had progressed normal- 
ly. The cramp-like pains spoken of six weeks be- 
fore did not recur and were attributed to the intes- 
tinal tract. The slight pitting edema of the lower 
shins was unexplained. 

As rectal and vaginal examinations on a patient 
with recent bleeding during the last two months 
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of pregnancy are usually considered dangerous, 
because of the possibility of dislodging a clot and 
starting a serious hemorrhage, the patient was not 
examined in the office but was sent directly to the 
hospital. She was seen about one hour later. 

The differential diagnosis of painless bleeding at 
the eighth month must include placenta previa 
(complete, marginal or low attached), partial de- 
tachment of a normally implanted placenta, 
abruptio placentae, injury to the cervix (sexual in- 
tercourse, douche tube, and so forth), cancer, ero- 
sion of the cervix and cervical polyp. 

Painless bleeding at or near the eighth month 
raises a presumptive diagnosis of one of the types 
of placenta previa. The amount of hemorrhage, 
though small, should not cloud this outstanding 
presumption. Maneuvers to perfect the diagnosis 
should be done only on the assumption that it is a 
placenta previa. It is granted for the sake of dis- 
cussion that the initial hemorrhage from complete 
placenta previa is generally much larger than that 
which occurred in this case. Bleeding from margi- 
nar or low-attached placentas may, however, start 
with a small hemorrhage. So may bleeding from 
a partially detached, normally implanted placenta. 
In this latter case, there is a likelihood that the 
blood will be darker in color than in cases with 
placenta previa and will be associated with a few 
small clots. The bleeding in this instance was de- 
scribed as bright red, fluid blood, which tended 
to place the bleeding low in the uterus. 

Examination of the abdomen at the hospital 
showed that the fundus of the uterus was at the 
level of the ribs. The baby was of good size, and 
the presenting vertex was not engaged. The uterus 
was soft and not irritable or tender. The history 
revealed nothing to indicate recent trauma of the 
cervix. A vaginal examination would have been 
necessary to rule out placenta previa and prema- 
ture detachment of the normally inserted placenta. 

Cancer of the cervix in a woman thirty-five years 
of age who had borne no children is an unusuai 
finding. However the irregularity in the contour 
of the cervix found at the first examination sug- 
gested a foundation for early cancer. The bleed- 
ing in cancer may begin as the bleeding did in 
this case. 

Bleeding from erosion of the cervix is seldom 
as marked as in the present case. Such bleeding 
is more likely to be of the spotting variety with 
no red blood. Painless bleeding of a small amount 
of bright red fluid blood without the other factors 
mentioned above tended to make polyp the most 
probable diagnosis. However, placenta previa of 
the marginal or low-attached variety could not be 
ruled out. In such cases, the vaginal examination 
should be made with all the precautions that are 


necessary when the presumptive diagnosis is pla- 
centa previa. 

The patient was taken to the delivery room, 
and preparation for delivery by the most appropri- 
ate means was made. Vaginal examination in aii 
bleeding cases in the eighth month should be done 
with the greatest gentleness for fear of dislodging 
a clot and thus starting up fresh hemorrhage, which 
may be of distressing proportions. In doing the 
vaginal examination in suspicious cases of placenta 
previa, the cervix should be avoided at first, and 
the lower segment should be palpated in its entire 
circumference. If no placental tissue is present, the 
fetal head is readily felt through the lower seg- 
ment. Having completed this procedure the cer- 
vix should then be explored with great gentleness. 

In the present case the moment the cervix was 
touched the correct diagnosis was suspected. On 
the right side of the cervical canal a small polypoid 
mass protruded. A speculum was inserted, and 
the cervix exposed to view. By crushing the base 
of the polyp with a hemostat, the tissue came away 
very easily. The area from which it came was 
touched with iodine, and there was no bleeding 
following this maneuver. The patient was dis- 
charged from the hospital the next day, and no 
more bleeding occurred during the remaining 
weeks of her pregnancy. 

The pathological diagnosis was “chronic inflam- 
matory tissue.” 


MISCELLANY 


TUFTS COLLEGE MEDICAL SCHOOL DRIVE 


At a recent meeting of about sixty Tufts College Medi- 
cal alumni from various parts of New England, Dr. 
Louis E. Phaneuf was chosen as the chairman of a com- 
mittee to obtain contributions from the alumni for the 
$2,000,000 medical school campaign. Speakers at the 
meeting included: Dr. A. Warren Stearns, dean of the 
school; Dr. Alonzo K. Paine, president of the alumni as- 
sociation; Dr. Timothy Leary, former professor of pathol- 
ogy; and Dr. Phaneuf. 


GUIDANCE CENTER APPOINTMENT 


Dr. Rowland G. Freeman, J has been recently ap- 
pointed assistant psychiatrist of the Judge Baker Guid- 
ance Center. A graduate of Yale College in 1916, he re- 
ceived his medical degree from the College ot Physicians 
and Surgeons, Columbia University, in 1921. Since then 
he has held the following positions: physician at the Buck- 
ley School for Boys, and at the Child Development Insti- 
tute, New York City; director of the Child Guidance Cen- 
ter at Pelham, and assistant psychiatrist at the Vanderbilt 
Clinic and the Bellevue Psychiatric Clinic and neurologist 
at the Neurological Institute and Lenox Hill Hospital, all 
in New York City; and, most recently, clinical director of 
_“Blythewood,” Greenwich, Connecticut. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


NEW MEDICAL OFFICER 
AT PSYCHOPATHIC HOSPITAL 


On October 1, Dr. Gaylord P. Coon assumed his new 
duties as chief medical officer of the Boston Psychopathic 
Hospital. Dr. Coon was graduated from Rush Medical 
College, University of Chicago, in 1927, and was senior 
assistant physician at the Boston Psychopathic Hospital 
from 1928 to 1930. For the next three years he was a 
Commonwealth Fellow in Psychiatry at the Harvard Medi- 
cal School and since then has been connected with the 
University of Louisville School of Medicine, Louisville, 
Kentucky. He fills the vacancy created by the resignation 
of Dr. Jackson M. Thomas. 


CORRESPONDENCE 


UNSOLICITED AND UNAUTHORIZED 
PUBLICITY 


To the Editor: On September 10, 1937, the — 
Daily Record published a biographical article about me. 
I feel that such publicity falls outside the bounds of the 
medical profession’s code of ethics, and I wish to state 
briefly the circumstances surrounding its appearance. 

First of all, this article was entirely unauthorized by 
myself and was not preceded by any interview with the 
Daily Record. 1 first learned through a friend that the 
article had been announced for publication several hours 
before its actual printing. I enlisted the aid of Dr. David 
Cheever (chairman of the Committee on Ethics and Dis- 
cipline of the Massachusetts Medical Society), who ex- 
erted with me various efforts to prevent the publication of 
the article in the newspaper in question, but our joint 
efforts did not prevent its appearance. Correspondence 
with the has since elicited only regrets and a 
statement that “it was physically impossible to stop it from 
orm.” 


Such publicity, aside from being a source of considerable 
embarrassment, is unfortunate in that it indicates on the 
part of the public press a lack of regard for the medical 
profession’s code of ethics. Since the profession’s code 
of ethics is as much for the protection of the public as it 
is for ourselves, it is doubly regrettable. 

I am enclosing copies of my letter to the city editor of 
the Daily Record and of the reply to me. 

V. H. Kazanyian, M.D. 
475 Commonwealth Avenue, Boston. 


City Editor, 

Boston Daily Record, 
5 Winthrop Square, 
Boston, Massachusetts. 
Sir: 

I regret exceedingly that you published in your Friday, 
September 10, 1937, edition, a biographical article about me. 
As you know, this article was prepared and published 
without my consent or authorization, and in complete dis- 
regard of the requests you received from Dr. Cheever 
(chairman of Committee on Ethics and Discipline of the 
Massachusetts Medical Society) and from me to the effect 
that the article be not published. 

This matter is a source of considerable embarrassment to 
me. Possibly you do not realize it is contrary to the code 
of ethics of the medical profession for the members there- 
of to advertise or publicize themselves or their work. The 
article you have just published may place me in an em- 
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barrassing position in relation to my professional colleagues. 
From my personal standpoint this can probably be en- 
dured, aA I feel that public organizations, including the 
public press, should be tolerant of the medical profession's 
code of ethics and procedures, since these were established 
not for the benefit of the individual members of the pro- 
fession but for the protection of the public. 

I should also like to point out that since the information 
contained in the article was not obtained from me or 
other authorized sources, it contained many inaccuracies 
and grossly exaggerated statements. 

Yours very truly, 
V. H. Kazanjian, M.D. 


DAILY RECORD 


Dr. V. H. Kazanjian, 

475 Commonwealth Avenue, 
Boston, Mass. 

Dear Dr. Kazanjian: 

I am very sorry that you were displeased with the ar- 
ticle published in our September 10 issue. We would 
certainly not have published it believing it would cause 
you any embarrassment. 

Knowing that the article was of an extremely compli- 
mentary nature, we did not feel it could in any way do 
any harm. However, we would gladly have withdrawn 
the story, if Dr. Cheever had called earlier. When he 
phoned, it was physically impossible to stop it from being 
printed, since it was already made up and in the form. 

However, if you so desire, we will be glad to write to 
the Massachusetts Medical Society, explaining that the 
article was published without your authorization. 

I sincerely regret that you disapproved of our article. 


Very truly yours, 
Witt 


RECENT DEATH 


TOWLE — Harvey P. Towre, M.D., of 292 Franklin 
Street, Newton, died October 7, at his home. He was in 
his seventy-first year. 


Born in Somerville, the son of Orel and Mary Sears 
bed he graduated from Harvard College in 1888, and 
ed his degree from Harvard Medical School in 1894. 
He He then entered private practice, also serving as an as- 
sistant in the out-patient department for diseases of the 
skin at the Boston City Hospital. In 1895 he studied in 
Europe, and limited his practice to dermatology on his 
return. 

For many years he served as dermatologist at the Mass- 
achusetts General Hospital and in the departments of der- 
matology at the Harvard and Dartmouth medical schools. 
He was formerly a member of the advisory medical com- 
mittee created by the State to advise concerning the treat- 
ment of leprosy at the Penikese Hospital for Lepers. Dr. 
Towle published many articles and delivered numerous 
addresses on ical subjects. 


A former president of the American Dermatological So- 


ciety, he was also a member of the Harvard Club and 
held fellowships in the American Medical Association and 
the Massachusetts Medical Society. 

His widow, three daughters and a sister survive him. 
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NOTICES 


REMOVAL 


R. Earte Grienpy, M.D., announces the removal of his 
office to 12 Bay State Road, Boston. Telephone: Kenmore 
2270. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


Medical Social Worker, $3,800 a Year 
Associate Medical Social Worker, $3,200 a Year 
Assistant Medical Social Worker, $2,600 a Year 


Applications must be on file with the United States 
Civil Service Commission at Washington, D. C., not later 
than October 18, 1937. 

Candidates must have successfully completed a full 
four-year course leading to a bachelor’s degree in a col- 
lege or university of recognized standing. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


The first stated meeting of the 1937-1938 season of the 
Plymouth District Medical Society will be held on Thurs- 
day, October 21, at 11 a. m., at the Plymouth County 

ital, South Hanson, Massachusetts. 
PROGRAM 
1. The Recommendations of the Special Health Commis- 
sion of 1936 in Relation to the Practitioners of Medicine 
in Massachusetts. Dr. Henry D. Chadwick, Commis- 
sioner of Health, State of Massachusetts. 
2. Luncheon at | p. m. 


All physicians welcome. 
Frep F, Weiner, M.D., Secretary. 


NEW ENGLAND SOCIETY 
OF PSYCHIATRY 


The fall meeting of the New England Society of Psychi- 
atry will be held at the Westborough State Hospital, West- 
borough, on Tuesday, October 19, at 10:30 a. m. 

The speaker will be Dr. George S. Sprague, of the West- 
chester Division, New York Hospital, whose subject will 
be “The Rationale of Psychiatric Therapy.” 

Grorce A. M.D., Secretary-Treasurer. 


MIDDLESEX SOUTH DISTRICT 
MEDICAL SOCIETY 


A meeting of this society will be held on Wednesday, 
October 20, at the Hotel Continental. Plans have been 
made so that the luncheon and meeting will start promptly 
at the time scheduled. 

The meeting will be devoted to a consideration of gov- 
ernmental interest in public health matters. Dr. Charles 
E. Mongan, recent president of the Massachusetts Medi- 
cal Society, will open the meeting with a discussion of 
compulsory health insurance, “The Last Chapter in So- 
cial Security.” 

Dr. Robert B. Osgood, of Boston, who was a member of 
a small committee which conferred recently with the Presi- 
dent in Washington on matters pertaining to the public 
health, will tell the society about that conference, and will 
speak on the recent report of the American Foundation 
Studies in Government, entitled “American Medicine: 
Expert Testimony out of Court.” 

Luncheon will be served at 12 noon. The meeting will 
begin promptly at 12:45 A, and — will be limited 
to twenty minutes each. meeting will then be opened 
for general discussion. 


* * 
Boston, Mass. 
September 20, 1937. 
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Guest tickets for the luncheon may be obtained from Dr. 
Edward Mellus, 15 Clements Road, Newton. 
Frev. R. Jovetrr, M.D., President, 
Avexanper A. Levi, M.D., Secretary. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society will 
be held in the Peter Bent Brigham Hospital amphitheater 
(Shattuck Street entrance), Tuesday evening, October 26, 
at 8:15 p. m. 

PROGRAM 


Presentation of Cases. 

Epilepsy in the Light of Recent Brain-Wave Studies. 
Dr. William G. Lennox and Dr. Frederic A. Gibbs. Dis- 
cussion by Dr. Stanley Cobb and Dr. Hallowell Davis. 

Medical students and physicians are cordially invited to 
attend. 

Marsnatt N. Furton, M.D., Secretary. 


NEW ENGLAND HEART ASSOCIATION 


The first meeting of the New England Heart Associa- 
tion, for the year 1937-1938, will be a joint meeting with 
Suffolk District Medical Society, to be held at the Boston 
Medical Library, Monday, October 25, at 8:15 p. m. 

Dr. Milton C. Winternitz, professor of pathology, Yale 
University School of Medicine, will speak on “Study on 
the Pathology of Vascular Diseases.” The paper will be 
discussed by Drs. Timothy Leary, $. Burt Wolbach, Shields 
Warren and Louis Gross. 

All members of the New England Heart Association 
and Suffolk District Medical Society and interested phy- 
sicians are invited to attend. 

James M. Fautxner, M.D., Secretary. 


BOSTON SOCIETY OF PSYCHIATRY 
AND NEUROLOGY 


The next meeting of the society will be held at the Bos- 
ton Medical Library, on Thursday evening, October 21, 
at 8:15. 

Dr. Leon J. Robinson has been invited to speak on “Syn- 
cope, Convulsions and the Unconscious State; Their Re- 
lationship to the Hyperactive Carotid Sinus Retlex Among 
1,000 Patients in an Institution for Epilepsy.” 

Dr. Calvert Stein will speak on “Practical Aspects of Child 
Guidance — A Critical Analysis of 500 Cases from the 
Springfield Hospital Child Guidance Clinic.” 


SOCIETY MEETINGS AND CONFERENCES 


CaLenpbar or Boston District FoR THE Week BEGINNING 
Monpay, Ocroser 18 


Tourspay, Ocroser 19 
9 a. m.-10 a. m. Boston Dispensary. 
Late Pregnancy. Dr. Louis E. Phaneu 
*12 m_ South End Medical Club will meet at the headquarters of the 
Boston Tuberculosis Association, 554 Columbus Avenue, Boston. 


The Nephritic Toxemias of 
f. 


Weonespay, Ocroser 20 


"9 a. m.-10 a. m. Boston Dispensary. 
Dr. S. J. Thannhauser. 


*12 m. Clinicopathological conference. 
theater. 


Hospital Case Presentation. 
Children’s Hospital Amphi- 


Tuvrspay, Ocroser 21 


*9 a. m.- 10 a. m. Boston Dispensary. Social Service Case Presenta- 
tion, Miss E. R. Canterbury. 


8:15 p. m. Boston Society of Psychiatry and Neurology, Boston Medi- 
cal Library. 


Faway, Ocroser 22 


*9 a. m.- 10 a. m. Boston Dispensary. Problems of Endocrine Surgery. 
Dr. Oliver Cope. 
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Saturpay, Ocrorre 23 


*9 a. m.-10 a. m. Boston Dispensary. 
‘Dr. S. J. Thannhauser. 


*10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 


*Open to the medical profession. 


Hospital Case Presentation. 


Ocrower 14-16 — Association of Military Surgeons of the United States. 
Page 379, issue of August 26. 


Ocrower 18-22 — Interstate Postgraduate Medical Association. Page 418. 
issue of September 2. 


Ocroser 19 — New England Society of Psychiatry. Page 641. 
Ocroser 19-—~ South End Medical Club. Page 609, issue of October 7. 


Ocroser 19, 20 and 21 — Academy of Physical Medicine. Page 723, issue 
of April 22, and page 288, issue of August 12. 


Ocrosen 21 — Boston Society of Psychiatry and Neurology. Notice above. 
Ocrosrr 25 — New England Heart Association. Notice above. 

Ocrower 25-29 — American College of Surgeons. Chicago, Mlinois. 
Ocrosen 26 — Harvard Medical Society. Notice above. 


Novemeer 1-12 — 1937 Graduate Fortnight of the New York Academy of 
Medicine. Page 1000, issue of June 3. 


Novemerr 6 — American Board of Obstetrics and Gynecology. Page 153, 
issue of July 22, and page 609. Feercary 5—Page 609. June 13 and 14— 
Page 153, issue of July 22 and page 609, issue of October 7. 


November 18 — Pentucket 7" of Physicians. Hotel Bartlett, 95 
Main Street, Haverhill, 8:30 p. 


-8, 1938 — The College of Physicians. Page 41, issue 
uly 1. 


District Mepicat Societies 


BRISTOL SOUTH 
Novemerr 4— 5 p. m., Pall River. 
May 5, 1938—5 p. m., New Bedford. 


ESSEX NORTH 
Novemerr 4— Censors’ meeting, 4 p. m. Hotel Bartlett, Haverhill. 


FRANKLIN 


rene will be held at the Pranklin County Hospital, 


Greenfield, at 
ll a. m. second Tuesdays of 


rember, January, March and May. 
HAMPDEN 

Meetings will be held on the third Thursdays in October, January, April 
and July. 
MIDDLESEX EAST 

——- will be held at the Bear Hill Golf Club, Stoneham, at 12:15 p. m. 

Xxetober 13, November 17, January 12, March 16, and May 11. 

MIDDLESEX NORTH 

Meetings will be held at the Vesper Country Club, Lowell, on October 27, 
January 26, and April 27. 
MIDDLESEX SOUTH 

Ocroser 20 — Page 641. 


NORFOLK DISTRICT 

Ocroser 26— Meetings will be held at the Beth Israel Hospital, Boston, 
at &:15 p. m. 
PLYMOUTH 

Ocrover 21 — Page 641. 

Other meetings will be held at 11 a. m. on November 18, January 20, 
March 17, April 21, May 19 and July 21. 
SUFFOLK 

Ocrosen 25 — Joint meeting with New England Heart Association. Notice 
above. 
November 17 — Joint meeting with Boston Orthopedic Society. 
January 19 — Joint meeting with Boston Medical Library. 
Marcu 15 — Joint meeting with Boston Obstetrical Society. 


he following meetings, except the annual meeting, dinner will be 
at 615, to be followed iness session and scientific program. 


Novemeer 10 — Grafton State Hospital, North Grafton. 

December 8 — St. Vincent Hospital, Worcester. 

January 12 — Worcester City Hospital, Worcester. 

Fesruary 9 — Worcester State Hospital, Worcester. 

Marcu 9 — Memorial Hospital, Worcester. 

Arzu 13 — Hahnemann Hospital, Worcester. 

May 11 — Afternoon and evening, annual meeting. Place and schedule 
of program to be announced. 
WORCESTER NORTH 

Ocroser 20 — State Colony, Gardner, 4 p. m. Details to be announced. 
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